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Abstract
Purpose and Rationale
The purpose of this project is to improve the follow-up care given to adult patients, 18
years and older, who require human immunodeficiency virus (HIV) non-occupational postexposure prophylaxis (nPEP) treatment after a sexual assault. The goal is to determine if
organizational alignment with HIV nPEP clinical guidelines through staff education improves
medication adherence for adult sexual assault patients. Currently, sexual assault survivors have
the lowest medication adherence rate to HIV nPEP among those at risk for HIV.
Synthesis of Evidence
The evidence supports the standardization of care for sexual assault patients' individual
needs. Educating health care professionals about HIV nPEP follow-up care may improve nurse
and provider knowledge associated with potential HIV exposure following a sexual assault.
Evidenced supports following a standard clinical guideline within an organization to help
promote follow-up and adherence rates. Furthermore, evidence recommends providing additional
services such as psychosocial and financial support to improve patient outcomes.
Practice Change and Implementation Strategies
The initial practice change involves standardizing the care process within the
organization by involving key stakeholders that care for sexual assault patients during follow-up
care. Next, the project leads will provide an educational presentation for nurses and providers
who provide care for sexual assault patients. Education will include knowledge of the HIV nPEP
process, current follow-up care, and future follow-up care.
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Evaluation
The project leads will assess the participants for their HIV nPEP knowledge through the
results of the pre-and post-questionnaire. The questionnaire results will be analyzed using a t-test
analysis. The evaluation will also consist of a chart audit completed in August 2021 to determine
whether the one-week follow-up phone call has occurred and if documentation on HIV nPEP
regimen has been completed.
Conclusion and Implications for Practice
This project will facilitate organizational practice via education with the most current
clinical guideline and evidence. This guideline includes offering follow-up, thus evaluating
adherence to HIV nPEP treatment.
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Problem/Issue
Sexual assault is a significant public health concern in the United States. The Centers for
Disease Control (CDC) report that one in three women and one in four men in America have
experienced sexual assault in their lifetime (CDC, 2016). The Wisconsin Department of Health
indicates that the lifetime prevalence of contact sexual violence is 35.5%, or one in three women
in Wisconsin (Wisconsin Department of Health Services, 2020). In La Crosse County, the
estimated population is 950,000; the prevalence of rape is 17.7% for women and men (Wisconsin
Coalition Against Sexual Assault, 2014). Due to the prevalence of sexual assaults, the risk of
human immunodeficiency virus (HIV) transmission can be a primary concern amongst providers
caring for those individuals and is considered a medical emergency (Shubber & Ford, 2019). In
2018, there were approximately 36,400 new HIV infections in the United States (HIV.gov,
2020). Non-occupational post-exposure prophylaxis (nPEP) treatment is an antiretroviral therapy
for patients who are HIV negative and are exposed to the virus. Providers have been utilizing
antiretroviral therapies to reduce infection risk for more than twenty years (Yankellow &
Yingling, 2019). Due to the variance of infection rates, HIV exposure can occur within 48-72
hours, spread into the lymph nodes and take up to five days to circulate into the bloodstream
(Malinverni et al., 2016). This time period creates a critical opportunity for treatment between
unanticipated exposure and infection.
Introduction to the Problem
Patients who have experienced sexual assault have been found to have the lowest
adherence rate to HIV nPEP treatment in comparison to other patient populations requiring the
same treatment (Shubber & Ford, 2019). The HIV nPEP regimen is a 28-day treatment course of
antiretroviral medications consisting of a two or three-drug regimen taken once or twice daily.
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The treatment is initiated for patients who have experienced a high-risk sexual assault within 72
hours. Considerations of the type of assault and perpetrator behaviors are essential in the HIV
nPEP initiation process. Figure 1 shows the algorithm derived from the Updated CDC
(2016) Guidelines for Antiretroviral Post-Exposure Prophylaxis after Sexual, Injection-Drug
Use, or Other Nonoccupational Exposure to HIV. Once HIV nPEP is initiated in the emergency
department, follow-up care after discharge is not consistent or standardized nor is it mentioned
within the algorithm.
Follow-up care at the selected organization for this project, a large medical center in the
Midwest, currently consists of a general primary care or women’s health follow-up in six-toeight-weeks after assault for repeat screening for sexually transmitted infection (STI) and
treatment. HIV status and medication adherence are not currently addressed between the
medication initiation in the Emergency Department (ED) and the six-to-eight-week visit. The
only HIV follow-up recommendation is the repeat screening in three-months post ED visit. There
is no standard of care set by the organization with a definitive plan for repeat HIV testing at this
time. The evidence showed that common practice in other organizations is widespread in the
services offered among the literature reviewed.
Currently, the AIDS Education and Training Center (AETC) (2020) recommends once a
patient is started on HIV nPEP, a one-week follow-up phone call is recommended to ensure the
patient is taking their medications and to address any side effects they may have. The one-week
follow-up phone call offers an opportunity for the medication regimen to be evaluated by the
nurse or provider for potential side effects and could be stopped if the perpetrator's HIV status is
known at that time. The AETC (2020) also recommends a four-week follow-up in-person clinic
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visit, offering repeat HIV antibody testing and other respective testing such as hepatitis and
comprehensive metabolic panel (CMP).
Purpose of Project
The purpose of this project is to improve education for staff on follow-up care given to
adult patients, 18 years and older, who require HIV nPEP treatment after a sexual assault. The
project will involve a physician-led, not-for-profit teaching hospital with 325 beds and a Level II
trauma center with an established SANE/FNE program. This project aims to improve HIV nPEP
medication adherence for sexual assault patients requiring treatment as well as improve HIV
nPEP adherence for patients who have experienced sexual assault and require treatment. In
addition to providing this education about trauma-informed care and the sexual assault patient
beyond the initial ED visit, establishing ownership of follow-up care is necessary to the
organizational alignment of clinical practice.
Preliminary Clinical Practice Question
The following question was developed to improve patient outcomes: For nurses and
providers who care for adult patients, 18 years and older, who experienced a sexual assault and
are prescribed HIV nPEP, does completion of a trauma informed care education module;
improve knowledge of trauma informed care processes (RN and provider outcome) increase
patient follow-up within one week the ED discharge (RN outcome), improve patient adherence
to HIV nPEP regimen, (patient outcome) compared to current practice within three months?
Evidence
Search Strategy
A literature search was conducted using a strategic search approach. Scholarly databases
utilized include PubMed, ScienceDirect, ProQuest, Cochrane Library, and CINAHL. The
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following search terms included “sexual assault”, “HIV nPEP”, “HIV prophylaxis”, “HIV nPEP
adherence”, and “HIV follow-up care”. Additional search terms were added based on deficits
found in follow-up care within the initial findings. The search terms included “electronic health
record (EHR)”, “trauma-informed care”, “multidisciplinary approach”, and “evidenced-based
practice”, along with Boolean phrases combining terms. A review of the database search terms
can be found in Table 1. A total of 1,693 articles were yielded from the literature search.
Exclusion criteria restricted articles that were not peer-reviewed, in full text, and in English
language. Articles with a primary focus on pediatric and adolescent populations were excluded.
The inclusion criteria were based on relevance to the HIV nPEP patients, vulnerable populations,
or patients who have experienced a sexual assault. A total of 105 articles were reviewed, and 30
were selected for the literature review. A diagram of the systematic literature review is provided
in Figure 2. Literature sources from 2010-2020 were used to capture relevant and applicable
data. The levels of evidence were incorporated into the process of literature selection.
All levels of evidence were used to explore the multifaceted and complex processes of
HIV nPEP. Due to the prevalence of HIV and the nature of treatment pertaining to sexual assault
and follow-up care, the review offered a comprehensive analysis from a broadened, global
perspective. Randomized controlled trials (RCT) were limited based on the moral, and ethical
obligation of medical practice, and the subject queried. The literature review consists of
systematic reviews and meta-analysis, prospective observational cohort studies, RCT pilot study,
a quantitative randomized control trial, mixed methods analysis with quantitative and qualitative
data, a large meta-review, descriptive analysis, and expert opinion.
The project leads initial search did not yield a specific clinical practice guideline. A
separate search was then conducted specifically to HIV nPEP guidelines. The database search

10
utilized Google and yielded the 2016 CDC Updated Guidelines for Antiretroviral Post-Exposure
Prophylaxis After Sexual, Injection-Drug Use or Other Nonoccupational HIV Exposure (CDC,
2016).
Review of Evidence
The articles within the literature review provided various levels of evidence related to the
themes. Table 2 provides a literature of review consisting of article citation, description of
articles used, sample/setting, findings, and implications noted. The 2016 CDC Updated
Guidelines for Antiretroviral Post-Exposure Prophylaxis After Sexual, Injection-Drug Use or
Other Nonoccupational HIV Exposure was reviewed by the project leads and a critical appraisal
was completed. In addition, the project leads conducted a critical appraisal on all systematic
reviews and meta-analyses. Articles were systematically evaluated for the quality of research,
internal validity, transparency within the research, and value related to the PICO question. The
review of literature highlighted systematic strategies, nursing interventions, and future
recommendations for follow-up care related to the patient population. Several themes within the
literature emerged throughout the review process. Similar background themes, including patients
who have experienced a sexual assault, patients receiving HIV nPEP treatment, adherence to
HIV nPEP treatment, and patient follow-up care. Interventional themes include multidisciplinary
approach to care, psychosocial support, HIV nPEP education, trauma informed care. The
interventional themes are described in further detail below in Table 3.
Clinical Practice Guideline
A critical appraisal was conducted by the project leads on the CDC (2016) Guidelines for
Antiretroviral Post-Exposure Prophylaxis After a Sexual, Injection Drug Use or Other
Nonoccupational Exposure to HIV. The Appraisal of Guidelines Research and Evaluation
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(AGREE II) tool was utilized to critically evaluate the guidelines and is depicted in Appendix A
(2017). The guideline is comprehensive to HIV nPEP care and relates to the clinical practice
questions based on the scientific research reported. It is noted that the AETC (2020) utilizes the
2016 CDC guideline to train and educate healthcare providers about HIV nPEP.
Strengths. The guideline is based on of scientific evidence and pharmacologic reasoning
based on HIV research. It is extensively reviewed by experts who have a vested interest in HIV
nPEP. The guideline reviews literature that evaluates the effectiveness of nPEP by utilizing case
control studies, animal studies, perinatal clinical trials, and observational studies related to health
care workers receiving prophylaxis after needle stick exposure. The clinical practice guideline is
critiqued by a separate review board to ensure quality and to prevent bias opinion. The
transparency is offered within the guideline. The guideline is the basis for HIV education and the
information can easily be applied to clinical practice.
Weaknesses. The guideline recognizes the need for follow-up care; however, it does not
offer information on interventions related to increasing patient adherence to the 28-day HIV
nPEP regimen. In addition, the guideline provides recommendations for healthcare professionals
to persons requiring HIV nPEP and identifies sexual assault patients within the guide but lacks
trauma informed interventions.
Critical Appraisal of Meta-Analysis
A critical appraisal of meta-analyses was evaluated and critically appraised by the project
leads. This is depicted in Appendix B. Three meta-analysis articles were reviewed. The evidence
revealed the variances of medication adherence amongst patients who have been sexually
assaulted, lack of education amongst healthcare providers, and trauma informed care principles.
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Chacko et al., 2012. The purpose of this meta-analysis and systematic review was to
review the adherence rates and determinants amongst sexual assault patients. The primary
outcome of the study was adherence outcomes, the secondary outcomes were defaulting, refusal,
and side effects (Chacko et al., 2012). Twenty-four matched the inclusion criteria and were
analyzed. Of the twenty-four studies, twenty-three cohorts and one randomized control trial
shared the overall proportion of patients adhering to nPEP. The variance of the 2,166 patients
within the cohort studies fluctuated substantially and ranged from 11.8% (95% Cl, 5.4% to
20.2%) to 73.9% (95% Cl, 66.1% to 81.0%) (Chacko et al., 2012). Adherence was shown to be
higher in developing countries in comparison to developed countries (p=0.01). Eighteen cohort
studies and one randomized control trial discussed the overall proportion of patient’s defaulting
from 2.9% (95% Cl 31.3% to 51.4%) to 75.7% (95% Cl 65.2% to 84.8%) nPEP regimen
(Chacko et al., 2012). A meta-regression was used to discuss age (p=0.4) or setting (p=0.3) as it
relates to defaulting the medication regimen (Chacko et al., 2012). Based on the critical appraisal
of the meta-analysis the article is of moderate quality.
Strengths. The results of the research are consistent in their findings. The study showed a
considerable variation to the way nPEP was offered, accepted, dispensed, and the provision of
patient support which is consistent compared to other studies. It solidified the need for the
provision of patient support and consistency amongst healthcare systems.
Weakness. Heterogeneity was high within the study and can be distorting to the pooled
adherence rates. A -statistic and a random effects model was used to address the heterogeneity
more appropriately within the meta-analysis (Chacko et al., 2012). Reporting the adherence
outcomes and care delivery was found to be inconsistent. Factors of stigma, blame, were
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unmeasured factors but was thought to be a contributing factor to adherence (Chacko et al.,
2012).
Oldenburg et al., 2014. The approach of this systematic review and meta-analysis was to
evaluate the adherence to post-exposure after non-forcible sexual exposure to HIV. A total of
3,634 patients were enrolled in three randomized controlled trials (RCTs) evaluating two or
three drug regimens in relation to adherence, nine prospective, and five retrospective
observational studying behavioral characteristics and the comparison of PEP regimens, refusal of
PEP regimens and HIV seroconversion and drug regimens. The inclusion of the articles utilized
within the study was limited to non-occupational, non-forcible sexual exposure. Adherence was
measured by self-reporting data within all the studies. The prospective observational studies
reported 77%, retrospective studies reported 81% and the RCTs reported 78% adherence rates
(Oldenburg et al., 2014). The combined adherence amongst the studies was high and showed a
high variability rate of adherence. A comparative review was conducted on the adherence of
patients who were prescribed PEP regimens versus a meta-analysis of sexual assault patient’s
adherence to PEP (Oldenburg et al., 2014). A 40% pool estimate of adherence was shown. After
the critical appraisal of this study was conducted it was found of low to moderate quality
(Oldenburg et al., 2014).
Strengths. The study determined the choice of PEP regimen influenced adherence.
Oldenburg et al. (2014) reviewed non forcible sexual exposure to HIV and compared the
adherence to drug regimens from various non-occupational settings and patient populations. The
purpose of the study was considered useful due to adherence patterns, interventions, and risk
groups that utilize HIV antiretrovirals short term and long term. The study results are robust, and
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the lessons learned within the study can be applied to various patient populations who utilize
nPEP.
Weakness. Heterogeneity was impacted by many factors related to study design. While
the authors utilized a meta-regression to show the accuracy of the pool adherence estimates, the
small number of studies within the review are underpowered to reflect the differences in
adherence, and do not predict significant indicators of adherence (Oldenburg et al 2014). Data
used within the study was self-reported by the patient and therefore adherence estimates were
used.
Scannell et al., 2018. Scannell et al. (2018) provided a meta-analysis to examine rates of
nPEP that was offered or initiated, accepted, and completed by sexual assault (SA) patients
within the ED in the United States. The four main areas analyzed consisted of: SA patients who
met criteria and were offered nPEP, SA patients who were offered nPEP and accepted the
medication, SA patients who accepted nPEP treatment and had a one-week follow up
appointment, and SA patients who completed the entire nPEP regimen (Scannell et al., 2018).
The results revealed that 55.9% of the SA patients were offered nPEP treatment while
approximately 57.2% of the patients that were offered nPEP accepted the treatment (Scannell et
al., 2018). A total of 47.28% SA patients accepted nPEP treatment and attended at least one
follow-up appointment. Of the SA patients who started on nPEP, only 25.7% completed the full
course of treatment (Scannell et al., 2018). The results identified gaps within the delivery of care
to this patient population overall. Conclusions are drawn from the priority importance of
prescribing nPEP. It is recommended to explore barriers in receiving and completing treatment
for SA patients in addition to preventing the spread of HIV infection (Scannell et al., 2018).
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Strengths. The study allows for specific questions to be evaluated through the analysis.
Given the complexity of SA patients, Scannell et al. (2018) offered an appropriate plan to
identify the delivery of nPEP treatment.
Weakness. Scannell et al. (2018) states limitations to the retrospective chart reviews and
potential missing data through the analysis. Female SA patients were more prevalent than male
SA patients across studies as well as health care access (geographical location), availability to
services (patient access), and patient differences (race, gender, age, etc.) made it difficult to
generalize findings.
Critical Appraisal of Systematic Reviews
A critical appraisal of systematic reviews was evaluated and critically appraised by the
project leads. This is depicted in Appendix C. A total of six systematic review articles were
reviewed. The articles included vulnerable populations associated with HIV nPEP treatment,
post-traumatic stress affiliated with a sexual assault and providing care, nursing interventions for
a mental health crisis, the feasibility of antiretroviral monitoring, and incorporating technology
for patients receiving HIV nPEP treatment.
Dworkin and Schumacher, 2018. The systematic review explored whether early
intervention prevented the development of posttraumatic stress (PTS) related to sexual assault.
Dworkin and Schumacher (2018) reviewed the type of responder, the duration of time, and the
impact of responder contact with a person who had been sexually assaulted. The systematic
review assessed the quality of care across different settings. Lack of services offered were
largely associated with PTS and perceptions of early responses had no effect on the correlation
of PTS (Dworkin & Schumacher, 2018). After a critical appraisal was conducted the project
leads found the article to be of moderate quality.
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Strengths. Reliable databases were utilized for specific inclusion and exclusion criteria.
The inclusion strategy was rigorous, and the eligibility criteria was specific to the three questions
developed by the authors. Two independent reviewers assessed each study for quality and bias.
Weakness. Dworkin and Schumacher (2018) systematic review summarized literature
that was observational or experienced based, therefore RCTs were not utilized. Although the
findings are generalizable to all people, much of the research did not include men. No statistical
values were provided due to most of the findings being qualitative data.
Nizum et al., 2020. The systematic review by Nizum et al. (2020) was aimed at nursing
interventions for adult patients following a mental health crisis that used trauma informed care
principles to guide a clinical framework. Twenty-one studies were utilized in the review
including systematic reviews (n=4), a literature review (n=1), RCTs (n=3), observational studies
(n=3), and qualitative studies (n=6). (Nizum et al., 2020). Most articles utilized within the
systematic review were reported to be of moderate quality (52%), with a few reported as weak
quality (29%), and high quality (19%). Although Nizum et al. (2020) showcased strategies of
trauma informed care principles, the importance of nurses being emotionally supportive,
inclusive, and honoring person’s care decisions, had a significant impact on enabling the nurseclient relationship.
Strengths. A summary of key quantitative and qualitative findings was depicted in tables
within the article. A table that explicitly reported on trauma informed care principles was
highlighted and evaluated. Less specific findings were also divided based on key summary
concepts and trauma informed care principle utilized. The quantitative findings were evaluated
based on the nursing intervention and then correlated the trauma informed care principle. The
key findings were summarized based on outcomes within the study. Ten of the studies identified
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elements of trauma informed principles, seven studies yielded positive results or positive
experienced from brief intervention, broader crisis intervention, and technology-based
interventions.
Weakness. The results of the study yielded nursing interventions, but the term “crisis”
was not defined, and trauma informed care principles were not explicitly defined in the literature
when explaining crisis intervention. However, the trauma informed elements were partly
mentioned in nineteen articles within the systematic review. The patient population varied
across the study. Some trauma informed care principles may not be viewed as intentional and
therefore were not reported within articles used within the systematic review.
Pham et al., 2017. Pham et al. (2017) provided a systematic review to assess the
feasibility of an antiretroviral therapy (ART) program and monitoring for HIV care in low to
middle income countries. A total of 20 studies met inclusion criteria for the review. Pham et al.
identified gaps in medication coverage and quality of treatment provided to HIV patients
receiving ART. One study reported patients who received HIV lab monitoring ranged from very
low (6%) to very high (95%) whereas another study revealed viral load monitoring to be as high
as 86% compared to as low as 14% (Pham et al., 2017). Inconsistency largely related to the
geographical location and access of medical care to the patient. Pham et al. concluded patient
who received HIV antiretroviral therapy lacked quality and coverage of treatment monitoring
services.
Strengths. Pham et al. (2017) conducted a comprehensive search strategy using relevant
databases with specific inclusion criteria. The results of the review recognized nurse led
involvement as a positive response to HIV treatment center and adherence success. A review of
study characteristics utilized within the study was shown.
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Weaknesses. All countries were considered for the Pham et al. (2017) review, however,
most studies chosen were from sub-Saharan African countries. This factor makes the results
difficult to generalize the findings. Pham et al. (2017) acknowledges paucity of the results from
the data in reference to data interpretation and analysis in treatment monitoring service
differences. Additionally, some studies were not included due to non-English availability. No
statistical evaluation of the studies utilized were disclosed within the article.
Purnomo et al., 2018. Purnomo et al. (2018) provided a systematic review to examine
the impact of electronic health technologies in healthcare and its effect on retention in HIV
treatment and care in the Asia-Pacific region. Purnomo et al. (2018) search strategy included
priority population for HIV and technological interventions such as mobile apps, internet, links
to testing sites, reminder systems, text messaging, and social marketing. The review yielded 224
peer-reviewed articles, and 16 studies from seven countries met the criteria from 2010-2017
(Purnomo et al., 2018). The review focused on two main areas; eHealth applications to link to
retesting and eHealth applications to improve adherence. For improving testing, one article
showed that text reminders significantly increased HIV re-testing (p <0.001) and another study
provided a web-based program that led to improving additional HIV testing after initial visit (p
<0.023) (Purnomo et al., 2018). For HIV adherence, one study found automated phone alarms
were associated with higher adherence rates (p < 0.01) and another study revealed using
electronic drug monitoring and counseling improved ART adherence (p = 0.008). The results
showed evidence that supports the use of electronic health (eHealth) for patients requiring HIV
treatment including testing, re-testing, and ART adherence (Purnomo et al., 2018).
Strengths. Purnomo et al. (2018) remained specific in its question to be asked for the
review. The criteria provided a transparent review to draw conclusions by evaluating both
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strengths and weaknesses of interventions initiated. The review was conducted by the Preferred
Reporting Items for Systematic Review and Meta-Analyses (PRISMA) statement from the
Cochrane Collaboration guidelines. The quality of the studies was assessed by using a Quality
Assessment Tool for Quantitative Studies as well. Strong evidence supports the use of eHealth
within this patient population.
Weaknesses. Purnomo et al. (2018) focused on specific areas of the Asia-Pacific region.
Some results revealed technology reminders to be intrusive depending on the country of study.
Factors such as this need to be taken into consideration when examining a culturally diverse
population of people. The quality of the review is limited by the quality of the original
quantitative research.
HCP HIV nPEP Education
Within the literature review, the recurring theme of healthcare providers offering nPEP,
varied amongst the studies. Many studies acknowledged the need to increase knowledge on how
HIV nPEP is offered, HCP follow-up care, and recommendations for counseling services, which
fall back to the inconsistency to HIV nPEP knowledge. Scannell et al. (2018) examined the rates
in which nPEP was offered and completed by patients who experienced sexual assault. The study
concluded that there is a broad spectrum in the percentage of patients who are offered HIV nPEP
(19.32%-100%) and a low percentage of patients who completed the 28-day course of treatment
(Scannell et al., 2018). Scannell et al.’s meta-analysis highlighted the inconsistency of nPEP
protocols amongst providers and the importance of HIV nPEP to the organization (Scannell et
al., 2018). Chacko et al. (2012) assessed adherence to HIV nPEP in sexual assault survivors by
encouraging providers to be educated in HIV nPEP knowledge.

20
A cohort study by Henny et al. (2019) assessed variances amongst primary care
provider’s characteristics and practices associated with HIV-related training experiences in the
Southeast United States. They investigated whether provider self-reports on HIV-related training
correlated with the provider characteristics, HIV screening practices, and knowledge about HIV
biomedical interventions and prescribing biomedical interventions (Henny et al., 2019). The
study offered perception on the prevalence of HIV-related services provided in the Southeast
region which, accounted for 52% of new HIV diagnoses within the United Stated in 2015
(Henny et al., 2019, p.1). By addressing pre-exposure prophylaxis (PrEP) and nPEP, the
importance of provider education to gain familiarity in nPEP processes can leverage the
importance of follow-up care after medication initiation.
In addition, a prospective observational cohort study was conducted by Bogoch et al.
(2014) to explore attrition after HIV nPEP was initiated. The primary outcome of this study was
the attendance of clinic visits after ED presentation. Bogoch et al. (2014) concluded 54.4% of
patients who were seen in the ED attended a first nPEP clinic visit, and 23.9% had documented
completion of antiretroviral therapy. Although this study revealed diverse categorical data, the
significance is biased due to a small sample of the exposure group. Bogoch et al. (2014)
indicated the need for more effective delivery models by providers to improve rates of follow-up
and completion of a 28-day ART regimen. The researchers also identified older age and selfpayment were significant predictors for failing to attend clinic appointments (Bogoch et
al.,2019). The outcomes help offer insight related to our clinical practice question.
A qualitative study by Draughon et al. (2016) surveyed characteristics within SANE
programs in Canada and reported a provider bias of sexual assault patients to offer HIV nPEP.
Draughon’s study offered a clinical viewpoint from SANE; however, due to the study’s
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geographical location, their findings were less weighed upon for information but considered
realistic. An additional qualitative study by Djelaj et al. (2017) examined the barriers associated
with HIV nPEP. The researchers revealed that providers reported their knowledge and
confidence of HIV nPEP were deficient. This study’s findings were apparent due to the
inconsistent patient education provided at the time of HIV nPEP initiation (Djelaj et al.,
2017). Malinverni et al.’s (2016) retrospective analysis implied that inaccurate prescriptions of
nPEP might be due to the inexperienced clinicians comfort level. Maliverni et al. (2016) found
only 1.2% prescription error of all total treatment cases due to a comprehensive guideline
available to the provider upon nPEP initiation.
Follow-up Care
Krause et al’s (2014) retrospective cohort study stressed the importance of providing all
patients who are started on HIV nPEP a follow-up appointment as the standard of care. Krause et
al. (2014) reported those on who accepted post exposure prophylaxis (PEP) treatment, only
27.4% had documented completion (Krause et al., 2014). Chacko et al. (2012) reviewed articles
on sexual assault, emergency room (ER) services, and postexposure prophylaxis (PEP)
databases. The articles identified variations in the way HIV nPEP is offered to patients, the class
of drugs used, and the provision of patient support (Chacko et al., 2012). Through a nurse driven
follow-up intervention, an increased adherence rate of 74% over the course of six months was
apparent at a rape crisis center in one study (Chacko et al., 2012). The increased adherence may
have been caused due to an established rape crisis center due to providing services beyond the
medical forensic exam. Although the study gave no specifics to the most effective nursing
intervention, the importance of nurse-led follow-up was supported (Chacko et al., 2012). Pham et
al. (2017) and Purnomo et al. (2018) recognized the need for more resources to improve follow-
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up care, while Oldenburg et al. (2014) identified patients who did not receive follow-up care had
a decreased pooled adherence of 67%. A study by Scannell et al. (2018) specifically examined
HIV nPEP adherence rates of patients who were offered, accepted, completed, and received
follow-up care. Sexually assault patient who were offered HIV nPEP had a 25.7% completion of
the medication regimen (Scannell et al., 2018).
Bogoch et al. (2014) focused on the attrition between ER visits and patients presenting
for HIV nPEP. Further discussion regarding why these patients are not receiving follow-up care,
and the need for more effective delivery models to increase follow-up, was recommended
(Bogoch et al., 2014). Decker et al. (2017) focused on utilizing patient safety education and risk
reduction for decreasing HIV risk and increasing follow-up care for female sex workers. The
article links safe and supportive services to follow-up adherence through legal counseling and
asylum. A cohort study by Henny et al. (2019) identified the need for improved provider
practices and increased HIV training experience on addressing HIV nPEP questions at follow-up
appointments. Malenvirni et al. (2018) provided follow-up attendance and nPEP adherence.
Factors for adherence were diverse, but the overall results focused on patient demographics,
assault characteristics, medication regimens prescribed, and time of consultation (Malenvirni et
al., 2018). Interestingly, patients who were consulted during daytime hours (OR 1.35; 95% CI
1.07-1.70) were associated with increased treatment adherence (Malenvirni et al., 2018).
Iacob et al. (2017) confirmed specific patient populations’ adherence to ART, barriers to
therapy, analysis of lack of adherence, interventions to increase the adherence to ART and
common approaches. Iacob et al. (2017) identified the benefits of individualized care, directly
observed therapy, harm reduction, alcohol and other drugs of abuse treatment and counselling,
treatment of depression, and ensuring social support to be correlated with increasing adherence
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and offered these follow-up services to patients. Nisida et al. (2019) examined predictors to the
retention of care related to HIV nPEP and suggested early follow-up care is vital in retaining
patients for 180 days (about 6 months), not only to allow for resource allocation but to allow for
a full therapeutic effect of the medication regimen. Goldsmith et al.’s (2018) mixed-methods
study distinguished the importance providers convey in acknowledging patient perspectives to
increase patient follow-up care. No specific timeframe on follow-up care was given. Goldsmith
et al. (2018) reported when patients have more guidance and education related to their plan of
care, they are more likely to be effective in the management of their own care at home.
Kalamakis and Banning’s (2012) cross-sectional study provided a web-based
informational site to offer follow-up care to female sexual assault patients. The study showcased
the feasibility of offering electronic follow-up care and concluded patients need to have access to
a computer and should be comfortable speaking about their assault in an online format
(Kalamakis & Banning, 2012). Of the total thirty-seven patients used within the study, reported
the preference of offering all forms of health information online would be beneficial. Malenvirni
et al. (2016) retrospective analysis study suggested using ID specialists in the provisions of care
when providers are prescribing HIV nPEP in the ED to give additional resources. This study
offered a significant strategy to the clinical practice question. Malenvirni et al. (2016) reported
80 patients received nPEP treatment could safely discontinue the medications due to revisions by
ID, which has the potential to lower cost for nPEP drugs and follow up visits (Malenvirni et al.
2016). Saadatzadeh et al. (2020) examined HIV screening and prevention in the emergency
department (ED) after the sexual assault but reported no follow-up after the ED visit within the
study. Saadatzadeh et al. (2020) formulated a project team consisting of ID, ED providers, SANE
pharmacy, clinical lab scientists, and public health nurses to improve access, screening, and
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prevention of HIV. Although it did not specifically talk about what follow-up care was offered,
the study displayed the importance of provider awareness, access to HIV testing, variances of
prescription formularies, and the importance of detailed discharged instructions (Saadatzadeh,et
al. 2020).
Multidisciplinary Approach to Care
Two retrospective cohort studies (Krause et al., 2014); Shipeolu et al., 2020) investigated
current practices related to HIV nPEP treatment for sexual assault patients in an emergency
department setting. Krause et al. (2014) and Shipeolu et al. (2020) found an increase in
adherence when SANE guidelines and protocols were utilized. The evidence also implicated that
educating healthcare providers about HIV nPEP is essential for patient adherence (Krause et al.,
2014; Shipeolu et al., 2020). Iacob et al. (2017) and Nisida et al. (2019) identified factors and
predictors to HIV nPEP adherence. Nisida et al. (2019) reported that sexual assault patients were
more likely to complete the HIV nPEP regimen when consulted for mental health exam with an
odds ratio (OR) of 8.32 and a 95% confidence interval (CI) of 3.0-23.3. Nisida et al. (2020)
found adherence rates improved with initiating social support (p= .011) and psychological care
(p < .001). Nsida et al. (2019) and Iacob et al. (2017) reported an increased adherence rate when
using a multidisciplinary team approach to patient care. Advocacy teams address the patient’s
social needs while providers primarily focus on the physical health and well-being of patient.
The nurse’s role is to combine the physical, mental, and emotional aspects to care. A
multidisciplinary approach can combine all aspects of care to patient’s needs.
The descriptive analysis by Billie and Letizia (2020) utilized a multidisciplinary approach
between the nurses and social workers in a quality improvement case management project in
case management for patients with serious illness. Education was provided for the two groups
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using a structured communication tool to discuss patient care and increase knowledge, skill, and
confidence in providing care to the patients (Billie & Letizia, 2020). The results showed
statistical significance in the knowledge and confidence post-test education scores (p < .001),
concluding that educating multidisciplinary team members to address more complex patients can
be beneficial (Billie & Letizia, 2020).
Saadatzadeh et al. (2020) discussed the need for improving HIV screening and prevention
for sexual assault patients in the ED. The study involved staff from in Infectious Disease (ID)
and ED staff, SANE nurses, pharmacy, nursing, and clinical scientists. The team used an INSTEP (integrating nPEP after sexual assault transmission in emergency practice) guide that
surveyed staff on assessment, medication use, continuity of care, and follow up care. This survey
identified many barriers, including lack of confidence in assessment performance, no tool for
future follow-up care, and prescription access in the ED (Saadatzadeh et al., 2020). The study
identified that more education is needed for all staff involved with sexual assault patients. A
mixed methods study by Carter-Snell et al. (2020) provided a multidisciplinary approach to
sexual assault services specific to rural populations. Some interventions included resource
development, education sessions for providers, and support to advisory teams. An electronic
survey was completed both before its inception and post-implementation. Overall knowledge
statistically increased from the pre-and post-six-month survey (p < .01) (Carter-Snell et al.,
2020).
Meunier-Sham et al. (2019) piloted a telehealth program educating 120 site clinicians on
sexual assault services using telehealth technology programs during patient encounters. Using
advocacy programs that incorporate trauma informed care and SANE quality care models can
help aid other disciplines such as providers who care for sexual assault patients (Meunier-Sham
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et al., 2019). Cleary and Hungerford (2015) examined the literature on trauma-informed
practices of mental health nurses and providers working in multidisciplinary environments to
support female patients of sexual assault. Cleary and Hungerford (2015) identified a lack of
mental health and sexual violence services and suggests trauma-informed care for healthcare
teams to improve patient outcomes.
Psychosocial Support
Brandt et al. (2019) conducted a randomized control trial pilot study addressing anxietyreducing interventions related to antiretroviral treatment (ART) adherence. A total of 264
participants were included based on whether they were living with HIV. A total of 27
participants met the inclusion criteria. Due to the low sample size, Bayesian statistics were used
to show statistically significance to prove medication adherence was reliable between the active
participants versus control participants (Brandt et al. 2019). The study was not specific to sexual
assault patients or nPEP but overall, ART regimens. The article confirms the need for further
research into the evaluation of psychosocial factors and HIV medication adherence (Brandt et al.
2019). Abrahams et al. (2010) conducted a qualitative randomized control trial to study
telephone follow-up versus educational materials to increase HIV nPEP adherence. A total of
279 sexual assault survivors were enrolled in the study and 253 were assessed for adherence
(Abrahams et al. 2010). Participation bias was inferred in Mthatha region due to the adherence
being greater than the lower dose control arm (Abraham et al. 2010). Abrahams et al. (2010)
reported HIV stigma, and fear were identified as barriers to adherence but revealed no reduction
in depressive symptoms when comparing both groups. This article was utilized in the literature
review for its content as it relates to the PICO question and due to South Africa having one of the
highest rates of rape and HIV infections (Abrahams et al. 2010). Although the findings within
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the study were not statistically significant, it solidified the need for further research into the role
of psychosocial support, and provider education related to HIV medication adherence.
Malinverni et al’s (2018) prospective observational cohort study examined risk factors of
follow-up care associated with HIV nPEP adherence. The researchers found that specific
psychosocial needs such as insurance status, sexual orientation, medical, psychiatric
comorbidities, and pill burden were associated with the occurrence of follow up (Malinverni et
al., 2018). Time of consultation and time of when patient was seen in the ED were noted to have
increased adherence levels within their patient population (Malinverni et al., 2018). A
prospective observational cohort study by Bogoch et al. (2017) studied detrimental factors
associated with HIV follow-up after ED and clinic visits and comparably reported that higher age
and high cost of medications were strongly associated with failing to attend appointments.
In a qualitative meta-review, cross-sectional study by Djelaj, et al. (2017) suggested that
HIV nPEP adherence may be associated with emotional trauma. Djelaj et al. (2017) reported
self-blame, emotional distress, and the patient’s inability to manage new information under stress
were barriers identified by the surveyed nurses within the qualitative study. Similarly, Iacob et
al. (2017) meta-literature review discussed clinical viewpoints of ART in various patient
populations. Iacob et al. (2017) correlated the patients’ numerous psychosocial needs with poor
medication adherence rates.
Ades et al. (2019) descriptive analysis delineated best practice guidance for traumainformed care to patients who are sex trafficked. Ades et al. (2019) addressed the importance of a
thorough history and physical assessment using trauma sensitive approaches to patient responses
and expressions. Though the descriptive analysis only offered expert opinion, it showcased the
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importance of addressing psychosocial considerations when offering care to vulnerable
populations (Ades et al., 2019).
Trauma-Informed Care Practices
Dworkin and Schumacher (2018) and Nizum et al. (2020) provided evidence of the
importance of trauma-informed care practices. Dworkin and Schumacher (2018) discussed the
significance for early intervention versus late intervention to prevent post-traumatic stress of the
patients who experienced sexual assault. The authors concluded that the patient’s post-traumatic
stress was associated with the quality of service and perception of the health care team members
(Dworkin & Schumaker, 2018). Nizum et al. (2020) examined nursing interventions for mental
health patients who experience a crisis and utilized trauma-informed care principles as a guide
for nurses and health care teams.
Malinverni et al.’s (2018) prospective cohort study showed longer follow-up
appointments to counsel patients were associated with greater adherence to HIV nPEP, and
daytime consultations offered an opportunity for health care providers to counsel patients. A
quasi-experimental, single qualitative and quantitative interview study by Decker et al. (2017)
conducted and addressed interventions related to female sex worker behaviors. Although the
body of literature does not directly correlate to our PICO question population, it demonstrated
trauma-informed interventions and prompted patient follow-up care by addressing safety
behaviors (p < .001) (Decker et al., 2017).
Nisida et al. (2019) revealed similar findings in a retrospective cohort study indicating
“when a healthcare provider offered a patient at least one psychosocial consultation they were
eight times more likely to follow up and higher adherence outcomes were associated with
psychosocial support (p < .011) and psychological care (p = .001)” (Nisida et al., 2019, p. 399).
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Kalmakis and Banning (2012) incorporated trauma-informed principles into an online
information site for sexual assault victims. They used a cross-sectional survey to determine the
effectiveness of the program (Kalmakis & Banning, 2012). Though results were not significant,
the authors support the need for additional services regarding patient information to be provided
in various forms for this patient population (Kalmakis & Banning, 2012).
Meuneir-Sham et al. (2019) and Ades et al. (2019) share similar descriptive narratives
addressing trauma-informed care models with sexual assault patients. Meunier-Sham et al.
(2019) showcased technology as part of the care process with sexual assault patients and offered
insight into educating 120 clinicians to assist 283 patients with remote sexual assault services.
Ades et al. (2019) descriptive narrative reported an integrative care model addressing traumainformed care practices to create a more sensitive environment for patients who experienced
sexual violence and sex trafficking. Ades et al. (2019) addressed the long-term sexual violence
effects in a highly populated area within the United States. Cleary and Hungerford (2015)
acknowledge the knowledge deficit within the healthcare system and the multidisciplinary team
providing care for sexual assault patients. A lack of mental health and sexual assault services
suggest incorporating trauma-informed care can improve patient care outcomes (Cleary &
Hungerford, 2015).
Evaluation of Evidence
Within the review of evidence, five themes emerged that included utilizing a
multidisciplinary team approach, psychosocial support, increasing nurse and provider HIV nPEP
knowledge, the need for improvement of follow-up care, and incorporating trauma informed care
practice. Much of the literature recognized a lack of follow up care for patients after their ED
discharge. In addition, the literature showed that the trauma informed principles were beneficial
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but were not specific to increased adherence outcomes for sexual assault patients. Although some
themes were not directly related to the PICO, many informative, evidence-based approaches and
practices were extrapolated from the data found within the expanded literature review process.
Levels of Evidence
To determine the levels of evidence, a Level I-VII scale was used as shown in Table 4 by
Melnyk and Fineout-Overholt (2015), to rate the quality. Based on available evidence, the
project leads decided to include all relevant evidence rated Level I-VII. The level of
effectiveness ratings includes effective, possibly effective, not effective, and possibly harmful
(Ackley et al., 2008). Given the variety of interventions and outcomes measured, the overall
evidence addressing the clinical question was moderate.
Levels of Effectiveness
Table 5 provides an explanation to the level of effectiveness evaluated in each article
intervention. Table 6 shows the evaluation of the intervention and the effectiveness of
implementation related to the quality improvement project. Outcomes were measure based on the
point of the activity being implemented. The project leads analyzed the utility and feasibility
within the interventional studies. Potential risks and benefits are summarized within Table 7.
Gaps in the Literature
Gaps within the literature were identified due to the sensitive nature of sexual assault and
HIV; RCT were sparse due to the moral and ethical responsibilities of researchers and health
care providers. Higher levels of evidence were found when examining adherence levels to
HIV nPEP, but when follow up needs were identified, it became difficult to provide high-quality
research associated with improved outcomes to follow-up care. The measurement of follow-up
care related to this population is qualitative because each experience of sexual assault is
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individual to each patient. Literature was utilized based on the articles’ conclusion of further
research was needed. This strengthened our need for further development within the quality
improvement project as it correlates to the current problem.
Throughout the literature review, a gender bias with patients who have experienced
sexual assaults was identified. Most articles used were associated with women who experience
sexual assault versus sexual assault patients. These findings are due to women statistically
experience sexual assault more frequently than men. Some of the articles within the literature
review used the age of sexual experience to qualify criteria within their studies. The data specific
to those under 18 years of age was included due to varying consent laws by state and country of
origin. However, the primary focus of the literature review was based on patients over the age of
18 years.
Several articles used showed areas of various cultural dynamics and approaches to care.
Although sexual assault and HIV are globally prevalent, the approach to care differs based on
each country or region’s healthcare system. Geographical location influenced access to
healthcare and resource availability; therefore, affected outcomes related to treatment, adherence,
and follow up care varied. Some articles lacked forensically trained nurses within their research.
While it is not always feasible to have an established SANE program, outcomes within the
research were affected by healthcare providers and team members' lack of education.
Theoretical Basis
The theoretical basis for this project will utilize the Constructed Theory of Forensic
Nursing Care. This middle range theory focused on forensic nursing’s evolution was developed
by the integrated practice model for forensic nursing science (Valentine et al., 2020). The
constructed theory of forensic nursing was built upon the integrated practice model to facilitate
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scientific growth through cultural and historical impact. The theory was enhanced through the
influences of Jean Watson’s caring theory and Joanne Duffy’s quality caring model while uniting
the emancipatory nursing praxis model. The theory proclaimed forensic nursing care is based on
the nurse-patient relationship and improved health outcomes (Valentine et al., 2020). The carebased model to forensic nursing deepens the connection between the patient and the
nurse (Valentine et al., 2020). Forensic nursing care aims “to provide patient-centered, traumainformed, evidence-based, and equitable nursing care to those impacted by trauma and violence
are universal” (Valentine et al., 2020, p. 196). The constructed theory of forensic nursing care is
supported within the clinical question and can be implemented to improve practice. The theory
offered guidance to the foundational basis of forensic nursing practice and research. Applying
the theory with interpersonal exchanges can improve patient outcomes while using a traumainformed care approach. The evidence-based research within the literature review will help guide
best practice and clinical change. The forensic nurse role takes on a deeper meaning with this
theory by incorporating forensic science with nursing care. This theory of evolution is necessary
for the nurse to understand and strengthen the connection with their patients.
Plan for Application of the Evidence
Identification of the Problem/Issue
Due to the lack of a standardized care process with sexual assault patients after the
initial ED visit, establishing patient follow-up through department education is essential. The
initial practice change involves standardizing the care process within the organization by
involving key stakeholders that care for sexual assault patients during follow-up care. Next, the
project leads will provide an educational presentation for nurses and providers who provide care
for sexual assault patients. Education will include knowledge of the HIV nPEP process, current
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follow-up care, and future follow-up care. The following question was developed to improve
patient outcomes: Does organizational alignment with and education regarding HIV nPEP
clinical guidelines improve RN and provider knowledge (of HIV nPEP guidelines) and nurse
follow-up one week after ED discharge (RN outcome) and increase patient adherence to the 28day medication regimen (patient outcome) for adult sexual assault patients who are 18 years or
older within three months? Our proposal will be a quality improvement project that includes
Emergency Services, ID, and Family Medicine. The project's goal is to educate staff on
HIV nPEP and follow-up care to increase medication adherence and follow up care.
Utility and Feasibility of Potential Interventions
There is organizational support for this project through SANE program adjustments and
improvements. The infrastructure has the necessary physical and operational tools to help
facilitate this practice improvement. A multidisciplinary approach between the SANE nurse,
SANE program leaders, Family Medicine, and ID will allow optimal care and standard
procedure by implementing a follow-up program beyond the emergency department. Also,
utilizing the organization’s established advocacy program, which involves the hospital social
workers and counselors, will assist in the psychosocial aspect of these patients’ care. Operational
tools such as electronic medical record (EMR) resources, email, online education such as
PowerPoint presentations and Zoom meeting access will help disseminate information regarding
HIV nPEP and SANE protocol.
The organization provides educational opportunities for medical residents and supports
the continuing education of its employees. Due to the low population of the sexual assault
patients who start on HIV nPEP, the organization has no significant cost associated with
providing follow-up care other than the cost of missed appointments. It is estimated there are
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between 10-15 patients annually who are placed on HIV nPEP as a result of a sexual assault.
Although predicting the timeline per year of when sexual assaults occur is difficult to estimate,
the organization has noted sexual assault trends to be greater during summer and fall
seasons. The risks and benefits of this project have been examined through this process. The
benefits would include the potential for decreased prevalence of HIV, increased SANE
and nPEP education for employees, and improved patient medication adherence. The
risks associated with this project would be healthcare provider bias, lack of support, and
unwillingness to change.
Patient Preferences
Sexual assault patients are clinically treated based on protocols from the International
Association of Forensic Nursing (IAFN) and can be tailored to each patient circumstance. The
goal for health care providers is to empower patients to make their own decisions and regain
control. Given the sensitive nature of sexual assault, patient situations can be complex, and care
is not a linear process due to the patient's emotional well-being. Mental, social and legal support
should be offered and made available to patients when they are ready to receive additional
services.
Summary of Recommendations
The literature review offered insight into recommendations for improved practice. A
discrepancy in follow up care was apparent within the literature review. Nurses often lead patient
care with the first interaction with sexual assault patients, but follow-up care is often lost after
leaving the ED. Establishing a clear, standardized patient care pathway can better guide patients
in making informed follow-up care choices (Abrahams et al., 2010; Bogoch et al., 2014).
Incorporating a multidisciplinary approach to address the psychosocial needs of patients was
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imperative to successful HIV nPEP adherence (Nizum et al. 2020, Shipelou et al. 2020, &
Krause et al. 2014). Although patients' medical needs may vary within the 28-day nPEP regimen,
a standardized approach is warranted through trauma-informed care aspects as suggested from
the literature.
The second recommendation included healthcare education regarding HIV nPEP
treatment (Carter-Snell et al., 2020; Dworkin & Schumaker, 2018; Henny et al., 2019). It was
found that HCP were inconsistent in their knowledge and confidence in prescribing HIV nPEP
medication. Addressing this concern would validate the gaps in the literature review to better
inform HCP to initiate appropriate treatment and follow up. This education process will involve
a better understanding of the SANE scope of practice, protocols, and guidelines set forth by the
IAFN, and individualized patient-specific resources. Knowing the multidisciplinary team's roles
can better guide patient care through the complexities of sexual assault and the provision of HIV
care. Through this education, healthcare providers will support the psychosocial needs that are
currently missing but suggested within the literature.
Plan for Implementation of the EBP Change
The plan to implement change will be establishing the nurses and providers within the
organization that will be involved in the HIV nPEP follow-up care after a sexual assault. The
project leads have gained manager approval from ID, Family Medicine, and Emergency Services
clinical managers as seen in Appendix D. Nurses and Family Medicine residents will receive
education on HIV nPEP guidelines and follow-up care as it relates to sexual assault patients.
Establishing department ownership of the follow-up phone call within the organization will be an
essential part of the project implementation. The graduate students plan to meet with key
stakeholders that include the clinical managers for the Family Medicine Residency Clinic and
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Infectious Disease, the SANE coordinator and SANE program director. The nurses and providers
associated with follow-up care include an estimated 50 participants; 32 nurses and 18 providers
from the Infectious Disease, the Family Medicine Residency Clinic, ED care coordinators, and
the SANEs.
Once a standardized care process is established, evidence-based education on HIV nPEP
will be provided by the project leads. The education will be based on the key concepts from the
AETC which utilizes the 2016 CDC updated guideline for non-occupational post-exposure
prophylactic. The guideline recommends a one-week clinic visit or phone call to the patient
following their ED visit after HIV nPEP has been initiated. A four-week clinic visit for repeat
screening and medication surveillance are also recommended (AETC, 2020). A PowerPoint
presentation will provide the current national guidelines on HIV nPEP, the organization’s
current process, and the future strategy with the above AETC (2020) guideline on HIV nPEP.
The education will incorporate HIV nPEP, algorithms used for sexual assault patients, the
medication regimen, typical side effects, and current barriers to HIV nPEP. Each staff member
receiving the education module will follow implied consent for participating. The suggested
consent form is shown in Appendix E.
EBP Implementation Model
The Iowa Model of Evidence-based Practice assists healthcare providers in utilizing
research and best evidence to enhance clinical practice and improve the quality of care while
improving patient outcomes (Brown, 2014). The model uses a systematic approach with the
most current evidence and clinical expertise in addition to patient preferences. The model aligns
with the patient population within our clinical practice question as the patient’s needs will vary
based on individual circumstances and require the nurse and provider to adapt based on those
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needs. The Iowa model helps to guide the project by providing the best quality of care,
considerations such as a trauma-informed approach, and its effectiveness in implementing
change. See Revised Iowa Model and permission to use model in Figure 2.
Practice Setting/Participants/Clinical Context
The Midwest region hospital has an established SANE program with access to onsite antiretroviral therapy. Participants will include patients who have experienced a sexual
assault and require HIV nPEP treatment. Historically, this organization setting experiences an
increase in sexual assault cases during the summer months. Staff participants within the project
will consist of nurses from departments of ID and Family Medicine Residency Clinic, the SANE
group, and ED Care Coordinators. The providers will consist of the residents from the Family
Medicine Residency Clinic.
Readiness for Change
Patients who have experienced sexual assault have been found to have the lowest
adherence rate to HIV nPEP treatment in comparison to other patient populations requiring the
same treatment (Shubber & Ford, 2019). Due to lack of knowledge about HIV nPEP treatment,
the project leads developed an educational presentation to inform those caring for sexual assault
patients after ED discharge to promote medication adherence. Currently, ownership of the
follow-up care is not well established nor consistent amongst clinical specialties and there is no
established follow up care after HIV nPEP initiation. The lack of nurse and provider knowledge
is consistent within the literature. In addition, a multidisciplinary team approach with SANE,
Family Medicine nurses and residents, ID experts, and advocacy teams is needed to provide safe
and effective care for this patient population.
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Facilitators to this project will include organization stakeholders as mentioned
previously. The facilitators play a vital role in practice improvement within the clinical
guidelines of HIV nPEP to enhance best practice. The SANE program nurses will provide an
expert opinion on implementation and the HIV nPEP current process. The clinical managers
for ID and Family Medicine Residency Clinic are aware of the need for change and willing to
have an active role in this collaborative approach to improving care. Currently, the advocacy
team facilitates providing the most consistent patient support within the organization to sexual
assault patients. Through planning committee meetings, leadership supports increasing education
and implementing practice change to enhance patient care.
Barriers to the project will include time variability, provider bias, staff resistance to
change, and patient-related factors. Time variables will be a barrier due to staff's educational
time, time sensitivity of scheduling the follow-up, and the longevity related to 28-day course of
treatment. The staff education questionnaire will consist of a 10-question survey and with an
anticipated completion time of approximately five to ten minutes, both before and after the
education. Nurse and provider bias is essential to recognize, as their recommendation needs to
align with the SANE practice and CDC and AETC guidelines. Nurses and providers may not
recognize the importance of follow up care pertaining to the sexually assaulted patient's needs.
Resistance to change may be a factor for nurses and providers who underestimate the risk of HIV
infection. Also, administration and providers may not appreciate the value in adding follow up
appointments due to the statistically high rate of cancellations for these patients.
Patient-related factors may present as a barrier to care. Due to the patient's emotional
state of being, their level of comprehension may be altered. The discharge instruction along
with new medication regimens may become obscured because of the patient’s level of traumatic
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stress. Barriers to follow-up care found within the literature include the time of day in which
patients are counseled, lack of insurance coverage, age, and medication side effects (Iacob et al.
2017; Malenvirini et al. 2018) All factors will need to be considered when planning and
implementing the project outline. Patient centered care will be an essential element to
individualizing the needs of each patient.
Outcome(s) Measurement Methods/Tools
The project leads will present a PowerPoint presentation on HIV nPEP treatment and care
to the identified nurses and medical residents. The presentation is estimated to be thirty minutes
long. A pre-and post-knowledge assessment immediately before and following the HIV nPEP
education will be conducted by using a Qualtrics questionnaire before the presentation and after.
The questions have been reviwed and validated by the organization and are based on HIV nPEP
training materials from the AETC. The estimated time to complete each is five to ten minutes.
This will be in an online format. The pre- and post-questions depicted in Appendix F. The data
will be analyzed to determine knowledge gained on the HIV nPEP regimen. The medical record
number (MRN) of patients who are started on HIV nPEP will be recorded by the
SANE Coordinator and SANEs. This information will then be provided to the project leads. A
chart audit will be conducted in August 2021 to address whether a one-week follow-up
appointment has occurred. At this time, HIV nPEP medication adherence will be reviewed in the
medication reconciliation section of the patient chart. The project leads will audit the
chart specifically in the nurse communication encounter documentation within electronic health
record system called EPIC. This encounter will determine whether the patient has a documented
the telephone call one-week after HIV nPEP initiation and the future four-week appointment. If
the patient does not follow-up, documentation will be recorded for statistical analysis. Appendix
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G is an example of the follow-up question template. The template will be utilized by the staff
making the follow-up phone call. Under each question is a description to identify the rationale
for the question for the staff to reference.
Data Collection Process and Logistics
The data extracted from the EPIC patient chart will be the medical record number, age of
patient, gender, the latest medication reconciliation list, if the first follow-up phone call was
done, and if a four-week appointment was made. All data will be screened through the SANE
coordinator prior to sharing the data with the project leads. The data The data extraction will be
conducted by the project leads and will be de-identified to protect patient confidentiality. It will
be stored on a computer within the organization that is password protected. No patient
information will leave the organization in a spreadsheet or other methods for the
project. Only finalized data in aggregate form will leave the organization. Data and test
responses from the nurses and providers will also be de-identified. The Qualtrics questionnaire
will not require identifying participant information. The consistency of follow-up care will
be indicative of the project’s success. The patient outcome data will be collected in August 2021
to determine if follow up improvement after the project has been completed. Following the
approval of both hospital and university Institutional Review Board (IRB), the project will be
initiated in June/July 2021 tentatively. The project leads will complete a HIPPA waiver prior to
completing the chart review. The project leads may partake in the utilization of a statistician
through a local university to ensure accurate analysis of the data. A recommendation for the
organization to continue additional chart audits after the project is completed will be encouraged
by the project leads to determine long-term success.
Resources, Proposed Budget, and Timeline
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The costs associated with the clinical practice project was analyzed by the project leads.
The education will be disseminated with an online forum. This is a cost-effective and Covid-19
conscious method to share the quality improvement project. The time to disseminate the
education to staff would be 30 minutes of staff time. The estimated timeframe for the pretest and
posttest completion is 20 minutes, according to the United States (US) Bureau of Labor Statistics
(2020), the average rate of pay for a nurse is $26 to $35 per hour. The median salary for nursing
clinical managers is $100,000, which is around $48 per hour (US Bureau of Labor Statistics,
2020). The average family medicine resident earns an average salary of $60,000-$66,000
annually, which estimates approximately $28-$32 per hour (Gundersen Medical Foundation,
2019). The presentation, pretest, and posttest will require 45 minutes of staff time. The total cost
of education is approximately $1,200 for all associated staff.
Summary Plan for Implementation
The project plan will involve establishing a standardized care process within the
organization for responsibility of the guideline recommended one-week follow-up phone call to
the patient. Next, the project leads will provide an educational presentation for nurses and
providers who provide care for sexual assault patients. Education will include knowledge of the
HIV nPEP process, current follow-up care, and future follow-up care. A chart audit three months
post-implementation will be completed to investigate whether a one-week follow-up phone call
occurred based on EPIC telephone documentation.
Conclusion
Follow-up care and HIV nPEP adherence have been challenging for sexual assault
patients due to the lack of organizational structure. The gap between ED discharge and the
contact with a nurse or provider to address continued medication adherence and follow-up care is
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lacking within the literature and the organization. The quality improvement project can aid in the
provision of care for sexual assault patients after HIV nPEP is initiated. Addressing the need for
intervention within the patient population is both a local and global health issue. Improving
adherence to HIV nPEP regimens may provide the patients with healthier, long-term outcomes,
and address population health initiatives.
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multidisciplinary to our project
Knowledge increased advisory teams, for a number
of reasons.
Participatory action in the pre-and post 6- resource
development,
Research with focus month survey
(p<0.01)
and education The study is
groups which
Knowledge
of
risk
sessions for
included key
realistic to
and
consequence
of
service
stakeholders and
our
sexual assault, mental providers.
community
population
health considerations,
members.
and services
health care
Semi structure
Low response provided to
questions were used intervention and legal rate in online
patients.
to develop data from considerations pre- surveys at six
inception and then 2 and post-showed an months.
We gain
increased.
months post
insight of the
Analysis of variance Questionable
implementation.
type of
in all four categories Type 1 error in education and
were significantly
Electronic survey
changes of
modules to
different (p<0.01)
knowledge.
provide.
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Chacko, L., Ford, N., Sbaiti, M., & To assess
Siddiqui, R. (2012). Adherence to adherence to
HIV post-exposure prophylaxis in post exposure
victims of sexual assault: A
prophylaxis
systematic review and meta(PEP) for the
analysis. Sexually Transmitted
prevention of
Infections, 88(5), 335–
HIV infection
341https://doi.org/10.1136/sextrans- in victims of
2011-050371
sexual assault.
ScienceDirect

Sample/
Setting

Observational
and
experimental
studies
from Brazil,
South Africa,
Kenya, France,
UK, Canada
and the USA.

Study Design/
Methods/
Variables

Result(s)/
Main Findings

Systematic
A proactive,
literature review nurse driven
and meta-analysis. follow-up system
Seven studies
for sexual assault
were retrospective survivors had an
designs,
adherence rate of
six were
74% when
prospective, and patients were
one was a
followed up over
randomized
a course of 6
controlled
trial.
months.
Sexual assault
They assessed
Three studies
services,
factors as
found side effects
emergency
departments and determinants of of the
PEP databases the study quality medications to be
such as the
the main reason
were used as
proportion
of
for nonpart of the
refusals,
methods
adherence.
inclusion
of
adherence
The proportion of
criteria.
measure, reporting patients adhering
side effects,
to PEP in cohort
specification of studies varied
inclusion
from 11.3% to
and exclusion
73.9%.

Implications/
Critique

Themes/
Comments

Level
of
Evidence

Pooled estimates showed The article
Level I
a high adherence rate
indicates there is
which can be misleading a considerable
based on heterogeneity, variation in the
however the researchers way PEP is
used the t-statistic and a offered, the
random effects model to class of drugs
show a better
offered, the
representation of the
frequency of
proportions.
dispensing and
The adherence outcomes provision of
and care
patient support.
pathway was inconsistent
across all the studies
They suggested
which invalidate the
research is
findings of the metaassessing the
analysis
reasons why
adherence is
poor and
potential
interventions
that could
address the issue
of adherence.
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Objectives

Sample/
Setting

To address the Mental health
principles of
nurses and
trauma
providers within
informed care the United States.
and practice in
multidisciplinar
y environments
for female
patient who
have
experienced viol
ence

Study Design/
Methods/
Variables

Expert opinion

Result(s)/
Main Findings

Implications/
Critique

More research and Expert opinion
pedagogy is neede offers insight to the
Review of literature d to address the lack of mental
knowledge deficit health and sexual
related to the
violence services.
provision of sexual within the
healthcare system
assault care to
and
women.
The authors suggest
multidisciplinary using trauma
team.
informed care to
improve patient
outcomes.

Themes/
Comments

Level
of
Evidence

Knowledge of Level VII
incidence on
sexual
violence
against women
is an important
enabler for
mental health
nursing to
incorporate
trauma
informed care
into practice.
This article is
gender bias to
women.
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Main
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Implications/
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Decker, M. R., Tomko, C., Wingo, To address the Participants (ages Quasi-experimental Results
Trauma informed
E., Sawyer, A., Peitzmeier, S.,
interventions
18 years and
Single group
demonstrated intervention was
Glass, N., & Sherman, S. G.
related to female older) using
qualitative and
feasibility and feasible and accepted
(2017). A brief, trauma-informed sex workers
services from the quantitative
acceptance.
by the vulnerable
intervention increases safety
behaviors
Baltimore City
interviews.
population and
behavior and reduces HIV risk for and HIV
Health Services, INSPIRE (Integrating At follow up, healthcare professional
drug-involved women who trade
and had traded
Safety Promotion
women’s
sex. BMC Public Health, 18(1),
sex from money, with HIV Risk
safety behavior
75. https://doi.org/10.1186/s12889drugs and/or other Reduction)
increased
017-4624-x
resources.
intervention program (p<0.001) and
Pre/post tests were the use of
used to evaluate
ProQuest
intimate
intervention
partner
feasibility,
violence
acceptability, and
support
efficacy.
(p<0.001).
Patient interviews
(qualitative data)
were performed at
follow-up
appointments.

Themes/ Level
Comments of Evidence

This article is Level III
closely
related to
vulnerable
populations.
The article
emphasized
the
importance of
providing a
safe and
supportive
space to
discuss
violence.
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Djelaj, V., Patterson, D.,
To examine the
Urban SAFE
Qualitative, meta- Not all
The interview
Romero, C. (2017). A
Sexual Assault
program with a
review process, pharmacies carry focused on four
qualitative exploration of sexual Forensic Examiner patient population of cross sectional
HIV antivirals. key topics; the
assault patients’ barriers to
(SAFE) perspective 70% femalesdesign. SemiCosts associated HIV preventative
accessing and completing HIV on the role of
racial/ethnic
structured, inwith medication. care protocol and
prophylaxis, Journal of
emotionality in
composition of
person interviews Participants felt barriers, the
Forensic Nursing: 13(2), 45- nonoccupational black, white, Latina recorded and
inaccurate
healthcare
51. doi:
postexposure
and other. The
transcribed.
information was interactions
10.1097/JFN.00000000000001 prophylaxis (nPEP) program serves a
Creswell’s
relayed to patients between the
53
completion and
large Midwest
method of case and that providers patient and SAFE,
approaches to
population ~719,096 analysis
had a lack of
specific to
discussing n-PEP and suburban areas
knowledge
discussing HIV
CINAHL
with distressed
of ~1,045,708. HIV
about nPEP.
and nPEP, the
patients to promote prevalence rates of
Participants felt comfort level of
adherence to the
672 of 100,000 in
the patient's
the SAFE
medication regimen urban areas and 190
emotional trauma discussing
of 100,000 within
may have
prevention and
the suburban
overburdened
post-SAFE care
population. Ten
their ability to
barriers.
nurses within the
comprehend and The SAFEs then
SAFE program were
recognize the
rated themselves
surveyed and
importance
on the comfort
participated in an
of nPEP.
level of
interview process
discussing HIV.
with nursing.

Themes/
Comments

Level
of
Evidence

Patients
Level III
experienced
barriers with
every step of
the nPEP process
.
Affordability
may be the root
cause of nonadherence.
More research is
needing to
conclude an
evidenced based
standard of care.
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Purpose/
Objectives

Studied factors
associated with
Forensic Nurse
programs
offering
HIV nPEP to
patients.

Sample/
Setting

Study Design/
Methods/
Variables

Result(s)/
Main Findings

Implications/
Critique

Themes/
Comments

Level
of
Evidence

Two forensic nurse Mixed method study Offering nPEP is nPEP is complex This article is
Level V
expert (FNE)
of retrospective chart site specific.
and confusing. generally off the topic
programs involving review, prospective The degree of
of th clinical practice
sexual assault
recruitment and chart which body
question but supports
Sight specific
patients (ages 18 review, and
fluids were
the need for further
protocol and
and older). A total qualitative
exchanged
algorithms should provider education
of 270 charts in an interviews using Chi- influenced who be used on a case related to
urban setting were square analysis.
was
HIV nPEP protocols.
by case basis
reviewed.
offered nPEP and
who was not.
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Result(s)/
Main
Findings

Implications/
Critique

Purpose/
Objectives

Sample/
Setting

Study Design/
Methods/
Variables

Themes/ Level
Comments of Evidence

To promote
early
intervention and
treatment for
preventing posttraumatic stress
(PTS) for
patients who
have
experienced
sexual assault.

A total of 15
studies from a
wide range of
countries were
eligible for
review.

Systematic review
Perceptions
Important for Formal and
Level I
included terms such with
early vs late
informal
as “response”, OR
responders and intervention to responders
“treatment”, “formal” quality of
prevent PTS in play a vital
OR “informal”,
service from this patient
role in
“help-seeking” OR responders
population.
supporting
“disclosure”, “sexual provided an
sexual assault
assault” OR “rape” association
patients and
Perceived
OR “sexual
with PTS.
response times reducing PTS
victimization”. The
and the degree development.
terms were paired
Interventions of services were
with PTS disorder
that were
associated with
terms such as “post- perceived as levels of PTS.
traumatic stress
positive (both
disorder” OR “post- short-term and The findings
traumatic stress”. The long-term),
support the
AND Boolean was may be
importance for
used between these associated with best practice in
groups to deepen the lower PTS up this patient
search as well. The to one year
population
second search was after assault. seeking help.
related to responder
contact specifically.
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Purpose/
Objectives

To explore pain
management
experiences
between
discharged
trauma patients
versus discharge
process in a
hospital setting.

Sample/
Setting

A total of 82
trauma patients
from a level one
hospital outpatient
clinic in Sydney,
Australia.

Study Design/
Methods/
Variables

Result(s)/
Main
Findings

Implications/
Critique

Themes/ Level
Comments of Evidence

Quantitative
The results
Providers will Researching Level IV
methods used to
found that
have a better
patient
determine
patients have understanding perspectives
incidence, intensity, insufficient
of hospital
can help to
and pain impact
knowledge of discharge
guide
barriers associated how to
information in practice
with pain
effectively
relation to
change.
Exclusion criteria management.
manage their patient
consisted of
Qualitative methods pain at home. perspective on Hospital
patients that were identified patient
Adequate
pain
treatment
not alert and
experiences and
information
management. plans can
orientated or
beliefs regarding
and education The goal to
differ from
younger than 18 pain management. by healthcare maintain pain discharge
years of age.
professionals at effectively at plans for
Numerical Rating hospital
home and
patients.
Scale (NRS)
discharge is
prevent longquestionnaire used needed.
term
Patients often
for
consequences of need more
quantitative data
injury.
information
regarding
Face to face
their
interviews used for
treatment.
qualitative data
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Henny, K. D., Duke, C. C., Geter, To address
A., Gaul, Z., Frazier, C., Peterson, variances
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primary care
correlates of knowledge, HIV
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States, 2017. AIDS and
with HIVBehavior, 23(11), 2926–
related
2935. https://doi.org/10.1007/s10461 training
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-019-02545-1
CINAHL

Sample/
Setting

Study Design/
Methods/
Variables

A total of 820
Cohort study
primary care
Bivariate and
providers (PCPs) multivariate analysis
completed
an online survey Variables:
conducted between assessed the levels of
April and August prior HIV-related
2017, the survey training.
was based
Investigated whether
on nPEP knowledg and how self-reported
e, screening, and HIV-related training
prescribing nPEP. correlates with
provider
characteristics. HIV
screening practices,
knowledge about HIV
biomedical
interventions,
Prescribing of
biomedical
interventions

Result(s)/
Main Findings

Implications/
Critique

Themes/
Comments

Level
of
Evidence

36.3% reported self- A 29.6%
The sample
Level III
training on HIV.
adjusted
population is
response
applicable to our
rate.
study.
PCPs with prior HIV
related knowledge
were likely familiar Overall
Solidifies the
with the processes. response is importance of
(PR = 2.08, 95% CI good
provider education
1.67, 2.56)
compared to to gain familiarity
Had a patient
other survey in nPEP processes
request nPEP (PR studies.
and can be used to
= 1.52, 95% CI 1.20,
leverage the
1.92), and more
Variances on importance of
likely to
follow-up
PCP selfprescribe nPEP to at reporting.
after nPEP initiatio
least one person.
n in an emergency
Results from department.
One third of PCPs the study can
reported prior
be applied
knowledge
to workforce
of nPEP practices.
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Purpose/
Objectives

Sample/
Setting

Study Design/ Result(s)/
Methods/
Main FindingsImplications/
Variables
Critique

To determine the A total of 28
The triage nurse Protocol
efficacy of
nurses triaged would enter a activation
incorporating an 20,410 patients 6 specific triage increased after
electronic health months prior to complaint which EHR alert
record (EHR)
the intervention prompted an
implementation
alert in the
and a total of
alert in the EHR for both areas
emergency
19,157 patients 6 sharing what
of urinalysis
department (ED) months postprotocol the
and radiograph
to increase nurse intervention in patient was
(p = .001).
triage protocol an urban level 1 eligible for.
and utilization. trauma center.
Pre- and postNon-specific
surveys
department
completed by
nurses were
the
excluded
triage nurses
(i.e. float
nurses).

Themes/ Level
Comments
of
Evidence

EHR alerts Level II
could
promote
patient care
based
individual
Further studies patient visit
diagnosis.
should be
performed to
assess best
EHR alerts
alert methods could be
to help impact implemented
positive patient for more
outcomes.
specific
patient
populations
to ensure
appropriate
testing,
education,
and screening
are
performed.
The use of a
passive EHR
alert was not
significant to
patient care.
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Purpose/
Objectives

Sample/
Setting

To evaluate A total of 88
and address articles were
key factors of included in the
individual and review.
social factors
including the
population
and to
improve HIV
adherence.

Study Design/
Methods/
Variables

Result(s)/
Main Findings

Implications/
Critique

Literature Review Main findings
The article
Meta-review
were specific to addresses many
the variables
populations
addressed.
however it did
Variables included
Over
half
of
HIV
not specifically
demographic
positive
patients
address those
information,
were found to be who have been
psychosocial
factors, medication adherent in 90% sexually
assaulted.
side effects, 2 or 3 of the 84
observational
drug regimens.
studies reviewed.
Stigma, fear,
Intentional
nonadherence vs, cost, age, affected
adherence more
non-intentional
than other
adherence
variables.
Depression is a
strong risk factor
for nonadherence
Social support
highly stressed
upon.

Themes/
Comments

Level
of
Evidence

Addresses the gaps Level IV
in current practice
related
to nPEP adherence.
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Purpose/
Objectives

Sample/
Setting

To “determine the A total of 37
feasibility of a
female victims of
web-based
sexual assault
information site patients that
for sexual assault attended one of
victims and use of three
internet to
Massachusetts
conduct nursing women’s center
research with this (both ethnically
vulnerable
and racially
population” (p.
diverse) met
1).
criteria.

Study Design/
Methods/
Variables

Result(s)/
Main Findings

Cross sectional
survey design was
used to collect
from sexual
assault patients.

A total of 57%
(n=21) patients
indicated access to
a computer.

Implications/
Critique

Important to
address patient's
needs for
confidentiality.

Themes/ Level
Comments of Evidence

Gender bias Level V
due to gender
specific
study.

A total of 35% of The internet
An expert panel patients stated they provides
Internet
consisted of two were comfortable accessible
access for this
sexual assault
with accessing
knowledge to
patient
nurse examiners, a information online patients of sexual population
research
after the assault.
assault.
provides a
consultant, and a
variety of
women’s center When patients
Nurses should health
director.
responded to what provide
information
type of information alternative
via
The research
would be beneficial education
technology (if
consultant
to them, they
(technology) of interested).
developed a five- indicated all forms health
question survey of health
information to
including close- information would this patient
ended questions be beneficial.
population.
and one multiplechoice question.
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assault
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2014.04.003
emergency
department.
ScienceDirect

Study Design/
Result(s)/
Methods/
Main Findings
Variables

The study was Retrospective
conducted from cohort review
Jan. 2008- Dec.
2011.
Univariate
Urban academic analysis
level 1 Trauma
Center in
Northeastern
United States.
Of women ages
16 and older
treated for
sexual assaults
in an academic
ED that
participates in
the SANE
program.
171 females
were included in
the study.

Implications/
Critique

Themes/
Comments

Level
of
Evidence

Approximately two
When SANE
Sexual assault
Level IV
thirds of patients who programs are
patients in the ED
accepted nPEP comple compliant with
should have access to
ted at least one follow CDC STI
optimal follow up
up visit with the
guidelines
care.
hospital ID clinic.
regarding
prophylactic
A review of hospital
treatment, they
Of those who
procedures may
show the highest facilitate practice
accepted nPEP and
follow-up with the ID proportion of
change.
adherence.
clinic, 27.4% had
documented
Following CDC
Qualitative studies guidelines for nPEP is
completion of a 28should be done as the most accurate and
day course in the
to other factors of universal approach to
medical record.
attributing to non- treatment.
adherence for
Of the 143
patients.
cases nPEP was
Accurate nPEP docu
documented as offered
Hospitals should mentation provides
86.7% of cases
insight for current
accepted nPEP, 13.3 reevaluate internal practice,
procedures to
declined.
reveal practices increased nPEP presc
riptions and
that could
adherence.
facilitate.
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85. doi:10.1016/j.jinf.2017.10.008 pharmacy
records to
measure
PubMed
adherence.

Sample/
Setting

Study Design/
Methods/
Variables

A total of 1,881 Prospective
patients
observational
received nPEP and cohort study.
were reviewed for
adherence over
Multivariate
five years.
regression
analysis.

Result(s)/
Main Findings

Implications/
Critique

Themes/
Comments

Day time consultations
were associated with
increased treated
adherence when
compared with night
time consultation during

The time of
consultation
influenced the
compliance of
treatment.

daytime (OR, 1.35;
95%CI, 1.07–1.70)

Early treatment
initiation and
Patient factors
tailored
influenced
interventions
adherence.
are recommended

Odds ratios
Insurance or payment
factored into adherence
Factors taken into
consideration to nonadherence were pill
burden, sexual
orientation, health
insurance, medical or
psychiatric comorbidities

The research
article is specific
to the country of
origin, however
because HIV is a
global problem,
the fundamentals
of the research
can be applied to
patient centered
care.

Level
of
Evidence

Time sensitivity Level III
and time of
day to nPEP care
was noted to
have an increase
to adherence.
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Malinverni, S., Libois, A., Gennotte, A. F.,
To determine
A total of 357
A retrospective
Approximately Inappropriate Early follow up Level V
La Morté, C., & Mols, P. (2016). Prescription whether
consulting sexual analysis study
98.6% of cases prescriptions by infectious
of nonoccupational post-exposure HIV
emergency room assault cases
with a strong of nPEP may be disease creates
prophylaxis by emergency physicians: an
physicians
from an HIV
correlation
due to the
more
Automated data
analysis on accuracy of prescription and
prescribe nPEP a reference
to
nPEP
patient
inexperienced
opportunity for
extraction was used
compliance. PloS One,11(4), e0153021. https:/ ccording to the hospital in
re-evaluation
by a statistician as s did receive clinicians
national
Belgium from well as a manual treatment and feeling the need and adequacy
/doi.org/10.1371/journal.pone.0153021
guideline with January 2011 to review of medical in only 0.5% of to prescribe to of nPEP prescri
support of
December 2013 charts.
total treatment frightened
ption.
CINAHL
infectious disease were reviewed.
cases was
patients.
specialists.
Lack of
Data consisted of prescribed
against
provider
information on
national
knowledge and
patient
guidelines.
competency
demographic
with nPEP treat
characteristics, type
ment.
of exposure, lab
results, follow up,
side-effects
Cost effective
reported, treatment
interruption, and
patient selfreported
compliance during
follow up visits.
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Sample/
Setting

Study Design/
Methods/
Variables

To “model a A total of six
Descriptive study
trauma
SANE programs
informed
in
Trauma informed
approach to
Massachusetts behaviors by the
patient care
was included in nurse to address
that
the pilot
patient encounters
incorporates program.
while using
the concepts of
technology during
patient
A total of 120 an exam.
empowerment site clinicians
and choice by were educated
the use of
and used the
technology.” program to
(p. 148)
assist 283
patients
requiring sexual
assault services.

Result(s)/
Main
Findings

Implications/ Themes/ Level
Critique
Comments of
Evidence

Using a quality The article
This article Level VI
care model can offers a trauma showcases
be beneficial in informed
the
providing a
foundational importance of
trauma
module to aid including
informed
other
technology
environment to disciplines who into a SANE
patients who care for sexual exam and
have
assault
provides a
experienced a patients.
foundational
sexual assault.
example of
Although this is what trauma
informed
The use of
an expert
behaviors
advocacy
opinion, the
programs can pilot program is those who
be helpful in peer reviewed, care for
providing
and the module sexual assault
patients
psychosocial can be built
should
care even when upon and
consider.
telehealth
refined for
technology
further research
is utilized
due to the
expert opinion
of the
authors.
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Sample/
Setting

Study Design/
Methods/
Variables

Result(s)/
Main Findings

Implications/
Critique

To identify A total of 167 Retrospective
A total of 65% of Study outcomes
predictors sexual violence Cohort Study
SV survivors who were not
of
(SV) survivor
received nPEP were associated with
adherence patients in a
fully adherent for demographics.
SV victims
to nPEP and Sao Paulo,
28 days (95%
admitted to care
retention in Brazil hospital. and follow-up at the confidence interval Results are
clinical
SV unit within 72 (CI) 57-72)
generalized to
laboratories
Patients with
hours following
Sau Paulo
follow-up
psychological
sexual
Brazil.
among
violence episode consultation were
sexual
more likely to
violence
adhere
victims.
to nPEP (OR= 8.32;
95% CI 3.0-23.3)
Adherence
to nPEP was
associated with
social support
(p=0.011) and
psychological care
(p<0.001) and
shown to have
higher retention.

Themes/
Comments

Level
of
Evidence

Psychosocial support and Level IV
care correlated
increased nPEP adherence
rates.
Early follow up care
recommended for this
patient population.
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Citation / Search
Engine Used

Nizum, N., Yoon, R., Ferreira-Legere,
L., Poole, N., & Lulat, Z. (2020).
Nursing interventions for adults
following a mental health crisis: A
systematic review guided by traumainformed principles. International
Journal of Mental Health
Nursing, 29(3), 348–
363. https://doi.org/10.1111/inm.12691
CINAHL

Purpose/
Objectives/

Primary aim is to
provide literature
for nursing
intervention for
mental health
patients during a
crisis.

Sample/
Setting

A total of 21
studies from five
different countries
were chosen for
review. Inclusion
criteria included
patients 18 years
of age and older,
Secondary aim is to focused on
identify literature primary care
that has traumaintervention,
informed principles trauma-specific
by using evidence intervention, and
based guidelines interventions that
for nurses and
took place within
healthcare teams. 4 weeks after
crisis.

Study Design/
Methods/
Variables

Result(s)/
Main
Findings

Implications/ Themes/ Level
Critique
Comments of Evidence

The systematic
Two articles
Future efforts
review included
specifically
are needed to
MEDLINE, ePub & reported on
integrate
in Process, Embase, traumatraumaCochrane CT,
informed crisis informed
Cochrane
intervention
principles into
SR, PsycInfo, and and the other crisis
CINAHL databases 19 articles
intervention.
from 2011-2016.
focused on
Terms used included elements of
A lack of
“psychological
trauma
research to
trauma”, “life
informed
nursing
change event”,
approaches
interventions
“stress disorder”,
with crisis
relating to
“crisis intervention”, intervention
trauma
psychiatric
including
informed
emergency
patient
principles for
services”, “early
perspectives
crisis
medical
(qualitative)
intervention.
intervention”, and and
“secondary care”. effectiveness of
interventions
and mental
health
symptoms
(quantitative).

Early
Level I
intervention
to a crisis is
encouraged
for all
healthcare
team
members.
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Citation / Search
Engine Used

Purpose/
Objectives

Oldenburg, C., Bärnighausen, T., To characterize
Harling, G., Mimiaga, M., & Mayer, adherence to
K. (2014). Adherence to postpost-exposure
exposure prophylaxis for nonprophylaxis after
forcible sexual exposure to HIV: A non-forcible
systematic review and metasexual exposure
analysis. AIDS and Behavior,18(2), to HIV
217–
225. https://doi.org/10.1007/s10461013-0567-0
CINAHL

Sample/
Setting

Study Design/
Methods/
Variables

Result(s)/
Main Findings

Implications/
Critique

Themes/
Comments

Level
of
Evidence

A total of 3,634
Meta-analysis Pooled adherence
Sensitivity
Loss of follow up Level I
patients were
and literature
based on self-report analysis
varied, no
enrolled in three
review
was 77 %, 95 %
revealed all
recording of
randomized
confidence interval participants
refusal
controlled trials
(CI)
on
prospective
who
were
lost
completed.
PsycINFO,
(RCTs) evaluating MEDLINE,
observational studies, to follow-up
two or
81 % (95 % CI) on were nonMajority of
EMBASE
three drugs regimens
retrospective studies, adherent,
articles were
in relation to
78
%
(95
%
CI)
on
pooled
based on selfRandom effects
adherence, nine
RCTs,
and
78
%
(95
adherence
reports of
analysis with
prospective, and five pooled
% CI) overall.
dropped to
patients.
retrospective
Psychological
factors
67%
estimates, CI
observational
Pooled estimates affected adherence Stigma, fear, Reason for
studying behavioral for the
rates (i.e. stigma,
and other
discontinuation
or comparison of
fear,
blame,
anxiety,
emotional
(i.e. court order
proportion of
PEP regimens,
trauma).
factors
played
a
assailant testing)
adherent
refusal of PEP
No
adherence
role
in
participants
regimens and HIV were calculated. different between 2- adherence.
seroconversion and
drug and 3-drug
No difference
drug regimens.
regimens or use
in risk
of risk reduction
reduction
strategies.
strategies.
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Citation / Search
Engine Used

Purpose/
Objectives

Pham, M. D., Romero, L.,
To assess the
Parnell, B., Anderson, D. A.,
feasibility of
Crowe, S. M., & Luchters, S.
antiretroviral
(2017). Feasibility of
monitoring in low
antiretroviral treatment
to middle income
monitoring in the era
countries with
of decentralized HIV care: a
outsourced HIV
systematic review. AIDS research care.
and therapy, 14(1),
3. https://doi.org/10.1186/s12981017-0131-5
PubMed

Sample/
Setting

A total of 5363
articles were
reviewed,
20 were included in
the review

Study Design/
Methods/
Variables

Result(s)/
Main Findings

Systematic Review

Implications/
Critique

Themes/
Comments

Level
of
Evidence

One study with the Nurse led
The systematic Level I
systematic review programs can review
showed 96% of
increase
accounted for
Search terms used
patients
who
were
adherence
to
many articles
were “HIV”, “HIV
interviewed
reported
HIV
within a
infection”,
positive
responses
to
treatment.
population that
“Antiretroviral
a nurse led HIV
is not
therapy”, “ART”,
Inclusion HIV
applicable to
infected and on ART “HAART”, “delivery treatment center.
The article
the project
of health care”
requiring treatment
follows
“primary health
and follow up,
Health professionals World Health however, we
care”, “community reported nurses were Organization used this
received care for a
article because
non-hospital setting health services”,
enthusiastic about initiatives
“home-based”,
and those requiring
being directly
therefore can of the
“decentral”,
“tasktopics of
involved with
be universally positivity
displayed to
shift”
defines interests
lifesaving
applied as
CINAHL, EMBASE, interventions.
appropriate. nurse led
programs
CENTRAL
showing
databases were
Having closer
increased
used.
resources for
adherence.
patients increases
their likelihood of
follow up
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Citation / Search
Engine Used

Purpose/
Objectives/

Purnomo, J., Coote, K., Mao, L., To examine the
Fan, L., Gold, J., Ahmad, R., &
impact of
Zhang, L. (2018). Using eHealth to technology
engage and retain priority
(electronic and
populations in the HIV treatment mobile) in health
and care cascade in the Asiaand medical
Pacific region: a systematic review care.
of literature. BMC infectious
diseases, 18(1),
82. https://doi.org/10.1186/s12879018-2972-5
Cochrane Library

Result(s)/
Main
Findings

Implications/
Critique

Sample/
Setting

Study Design/
Methods/
Variables

A total of 16
studies from
seven different
countries met
inclusion
criteria.

A systematic review of One study
eHealth
the literature using five found a
interventions
different databases
significant
can be utilized
(PubMed, CINAHL, increase in HIV for both HIV
Web of Science,
retesting when care and
EMBASE, and
receiving SMS treatment,
MEDLINE) from
reminders
testing, ART
2010-2017 in the Asia (p <0.001).
adherence.
Pacific region was
performed.
Another study eHealth allows
PRISMA guidelines found patients for broader
were used to retrieve 4.4 times more treatment
studies.
likely to retest options to
The articles were
than the
individualize
divided into two
comparison
care.
categories: eHealth
group (95%
applications to testing confidence
and link to care (1) and interval 3.5 to
HIV treatment and
5.5).
adherence (2).

Themes/
Comments

Level
of Evidence

Regardless of
Level I
regions, eHealth
offers a variety of
interventional
options for this
patient populations
Patients continue to
have increased
access to
technologies which
allow for electronic
advancement in
patient care.
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Citation / Search
Engine Used

Purpose/
Objectives

Saadatzadeh, T., Salas, N. M., Walraven, C., To improve
…& Carvour, M. L. (2020). Improving
access to HIV
emergency access to HIV prophylaxis for
screening and
patients evaluated after sexual assault. Journal prevention for
for Healthcare Quality: Official Publication of patients
the National Association for Healthcare
evaluated in the
Quality, 10.1097/JHQ.0000000000000260. emergency
Advance online
department.
publication. https://doi.org/10.1097/JHQ.0000
000000000260
CINAHL

Sample/
Setting

Study Design/
Result(s)/
Methods/
Main Findings
Variables

Emergency
department in
academic
hospital

The study used
the Plan- DoStudy- Act
method.

Multidisciplinar
y team that
consisted of ID,
ER, SANE,
pharmacy,
nursing, clinical
lab scientists
and population
health nurse.

Implications/
Critique

Reported awareness QI projects are
of HIV nPEP but difficult to
lacked confidence replicate due to
in performing
logistics and
assessments.
allocated
HIV testing not
resources.
Project team
immediately
utilizing INavailable to ED
STEP
Unable to
(Integrating nPE providers and no estimate the
P after Sexual tool to ensure
value of
Transmission in follow-up
improvements
after results
Emergency
long- term.
nPEP medications
Practice)
may be better
No follow up
utilized by
Surveys to
calling was
assess training dispensing a 30-day completed.
of ED provider prescription in the
ED to reduce
assessments,
access to HIV pharmacy labor and
testing in ED, shelf life
Detailed discharge
provision
of nPEP medica instructions were
helpful.
tions and
continuity of
care and followup care.

Themes/ Level
Comments
of
Evidence

This
Level VI
research
is similar
to our
project.
Many
helpful
insights to
the provision
of
HIV nPEP d
elivery
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Citation / Search
Engine Used

Scannell, M., Kim, T., & Guthrie, B.
(2018). A meta-analysis of HIV
postexposure prophylaxis among
sexually assaulted patients in the
United States. Journal of the
Association of Nurses in AIDS
Care, 29(1), 60–
69. https://doi.org/10.1016/j.jana.201
7.10.004
Cochrane Library

Purpose/
Objectives

Sample/
Setting

Study Design/
Methods/
Variables

Result(s)/
Main Findings

Implications/
Critique

Themes/ Level
Comments of
Evidence

To examine the Literature search of Meta-Analysis
Approximately half Data within the Gaps identified Level I
rates of
CINAHL, PubMed,
of the patients who study indicated in the
nonoccupational Web of Science, and Data were hand were offered n-PEP some hospitals healthcare
postexposure
Google Scholar
extracted from six accepted the
did not care for delivery of nprophylaxis (ndatabases.
meta-analysis
medication, only
patients
PEP
PEP) offered to, Inclusion criteria was studies.
25.7% of SA
between the
medications
accepted, and
based on studies
R-Studio Software patients who
ages of 16-18 in EDs.
completed by
published within the was used to
accepted n-PEP
therefore their
sexual assault
United States,
calculate mean
completed the full data was limited Highlights
patients who
whether adult
confidence
course of
in those hospital issues of npresented to
populations sought intervals for all
medication
studies.
PEP adherence
emergency
care after sexual
forest plots. A
treatment.
among patients
departments (EDs) assault, were offered 95% confidence
who started the
in the United
n-PEP, accepted n- interval (CI) was A wide range in the
medication
States.
PEP and completed used for upper and percentage of
regimen.
one follow-up or
lower limits to
patients
completed a full
establish the
offered nPEP (19.32
course on n-PEP
proportion of
% to 100%) and low
Of the 281 studies individuals in each percentage
collected, only six aspect of the
(mean=25.8%) who
studies met criteria analysis.
completed the 2816-18years +
day course.
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Citation / Search
Engine Used

Purpose/
Objectives

Sample/
Setting

Study Design/
Methods/
Variables

Result(s)/
Implications/
Main Findings
Critique

Themes/
Comments

Level
of
Evidence

Shipeolu, L., Sampsel, K., Reeves,
To investigate A total of 1,702
A descriptive
A total of 494 Providers can Thorough
Level IV
A., Blaskovits, F., Heimerl, M., & Muldoon, the levels of
patients were seen retrospective cohort patients were utilize the
assessment and
K. (2020). HIV nonoccupational
elective nPEP u by Sexual Assault analysis.
eligible
results by
appropriate
postexposure prophylaxis for sexual assault ptake among
and Partner Abuse
for nPEP. A
educating
education by
cases: a 3-year investigation. AIDS 34(6), sexual assault Care Program
total of 62%of sexual assault healthcare
Assessed the
869–
cases presenting (SAPACP) with
the 494 patients survivors and providers is
number of cases
876. https://doi.org/10.1097/QAD.00000000 for emergency 1,302 total assault eligible
started
assessing who essential
medical
care.
cases.
A
total
of
the
nPEP
regim
is most likely to in nPEP adhere
00002507
for nPEP and those
494 were eligible who started nPEP. en.
decline nPEP. nce.
for
nPEP.
PubMed
A three-year
Those that were
Bi-variable/
analysis from a
less likely to
multivariable
regional emergency logistic regression. start nPEP were
department in
women who
Odds ratios,
Ottawa Canada.
adjusted odds ratios arrived by
Clinical
ambulance
and 95%
information was
(aOR 0.56, 95%
confidence
provided from the intervals
confidence
Sexual Assault and
interval of 0.35Partner Abuse Care
0.91), and those
Program
who knew their
(SAPACP)
assailant
(aOR 0.53, 95%
confidence
interval 0.360.78).
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Table 3
Theme Matrix
ITEM

BACKGROUND THEMES

Sexual
assault
patients
Abrahams
et al., 2010
Ades et al. 2019

x

Patient
follow up care
x

INTERVENTION THEMES

HIV
Adherence and/or
treatment

Staff
HIV
nPeP knowledge

x

x

x

Trauma Multidisciplinary
informed approach to care
care
x

x

x

x

Billie & Letizi, 2020

Bogoch et al., 2014

x

x

x

x

x

Bordeaux et al., 2016

x

x

x

Brandt et al., 2019

Carter-Snell et al.,
2020

Need for psychosocial support

x

x

x

x

x

x
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ITEM

Chacko
et al., 2012
Cleary & Hunger
ford, 2015

BACKGROUND THEMES

x

x

x

x

x

x

Draughon et al., 2016 x

x

Dworkin & Schumac
her, 2018

x

x

x

x

x

Goldsmith et al., 2018

Henny et al., 2019

x

x

Decker et al., 2017

Djelaj et al., 2017

x

x

INTERVENTION THEMES

x

x

x

x

Iacob et al., 2017

x

x

Holmes et al., 2017
Kalmakis & Banning, x
2012

x

x

x

x

x

x
x

x

x

85
ITEM

Krause et al., 2014

BACKGROUND THEMES

INTERVENTION THEMES

x

x

x

Malinverni et al., 2018 x

x

x

Malinverni et al., 2016 x

x

x

x

x

Nisida et al., 2019

x

x

x

Nizum et al., 2020

Oldenburg et al., 2014 x

x

x

x

x

x

Purnomo et al., 2018 x

x

x

Pham et al., 2017

Saadatza
deh et al., 2020

x

x

x

Scannell et al., 2018

x

x

x

x

x

Meunier-Sham et al., x
2019

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

86
ITEM

Shipeolu et al., 2020

BACKGROUND THEMES

x

INTERVENTION THEMES

x

x

x
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Table 4
Level of Evidence Criteria
Level of
Evidence
Level I

Description
Evidence from a systematic review or meta-analysis of all relevant randomized controlled trials (RCTs) or evidencebased clinical practice guidelines based on systematic reviews of RCTs.

Level II

Evidence obtained from at least one well-designed RCT.

Level III

Evidence obtained from well-designed controlled trials without randomization, quasi-experimental

Level IV

Evidence from well-designed case-control and cohort studies.

Level V

Evidence from systematic reviews of descriptive and qualitative studies.

Level VI

Evidence from a single descriptive or qualitative study.

Level VII

Evidence from the opinion of authorities and/or reports of expert committees.

Reference: Melnyk, B. M., & Fineout-Overholt, E. (2015). Evidence-based practice in nursing and healthcare: A guide to best
practice. Philadelphia: Wolters Kluwer/Lippincott Williams et Wilkins

88
Table 5
Level of Effectiveness Table
Level of Effectiveness

Explanation

Effective

Research validates the effectiveness of the nursing activity or
intervention, preferably with Level 1 or with Level 2 evidence.

Possibly Effective

There are some research studies that validate the effectiveness
of the nursing activity or intervention, but with insufficient
strength to recommend that nurses institute the activity or
intervention at this time. Generally, more research is needed.

Not Effective

Research has shown that the nursing activity or intervention is
not effective and generally should not be used.

Possibly Harmful

There are some studies that show harm to clients when using the
nursing activity or intervention, and the nurse should evaluate
carefully whether the activity is ever appropriate.

Note. From “Evidence-Based Nursing Care Guidelines: Medical-Surgical Interventions,” by B. J. Ackley, B. A., Swan, G. Ladwig,
and S. Tucker, 2008, St. Louis, MO: Mosby Elsevier.
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Table 6
Intervention and Effectiveness
Intervention/Activity of Interest
Telephone psychosocial support leaflet and adherence
diary

References
Abrahams et al., 2010

Level of Effectiveness for
Implementation/Activity
Possibly effective

Integrating a trauma informed care model for best
Ades et al., 2019
practice including a history and physical assessment for
victims of sexual violence and sex trafficking

Possibly effective

Electronic health record communication tool for patient Billie et al., 2020
centered care.

Effective

Implementing an EHR suicide risk assessment for
vulnerable populations in the emergency department

Effective

Boudreaux et al., 2016

A six-session anxiety reduction intervention to increased Brandt et al., 2019
ART adherence
Multidisciplinary team approach to sexual assault
services in rural communities

Carter-Snell et al., 2020

Effective

Effective
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Intervention/Activity of Interest

References

Level of Effectiveness for
Implementation/Activity

Trauma informed intervention system (INSPIRE) to
Decker et al., 2017
increase safety behavior for female sex workers and HIV

Effective

An EHR specific to protocols for patient populations in
an emergency department

Possibly effective

Holmes et al., 2015

Trauma informed care practices within a SANE exam to Meunier-Sham et al., 2019
help empower patients

Possibly effective

Implementing text reminders for HIV treatment and care Purnomo et al., 2018

Effective

Implemented an IN-STEP program for multidisciplinary Saadatzadeh et al., 2020
team members working with HIV patient populations

Possibly Effective
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Table 7
Analysis of Utility/Feasibility
Intervent Citation(s)
ion

Finding(s) Fit with
Setting

Fit with
Sample

Telephone Abrahams et
psychosoci al., 2010
al support
leaflet and
adherence
diary.

Adherence was Sexual assault Those who were
greater with
services in So sexually assaulted
leaflet
uthern
and required
and medication Africa
HIV treatment
use

Integrating Ades et
a trauma al., 2019
informed
care model
for best
practice
including a
history and
physical
assessment
for victims
of sexual
violence
and sex
trafficking.

The integrated Outpatient
care model
clinic setting
may offer
in New York
greater services
to patients
who experienc
ed
sexual assault

Sexual assault
survivors
and sexually
trafficked
patients

Feasibility
of
Implementation

Benefits

Intervention was
Greater
not significantly effec adherence happened
tive but offered
for those who used
insight to
medication diary.
psychosocial support
to increase
medication
adherence.
The care model
Offers patient
offered a best practice asylum.
by offering patient a
comprehensive
Longer
history and
appointments for
physical including ps patients.
ychological
care, legal
counselling and
mental health
evaluations.

Risks

Resources
Needed

Telephone access Access to
in secluded areas technology and
appropriately
trained staff.

Funding may be
challenging due to
nature of the
clinic.
Long
term feasibility not
addressed.

Physical setting,
and skilled
multidisciplinary
teach as well as
access to pharmacy
and medications.
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Intervent Citation(s)
ion

Finding(s) Fit with
Setting

Fit with
Sample

Feasibility
Benefits
of
Implementation

Electronic Billie et al.,
health
2020
record
communica
tion tool for
patient
centered
care.

Improved confi Large
dence and
healthcare
knowledge pos system in
t test
Chicago, IL
scores after
implementing c
ase
management (p
.<.001).
Screening,
Eight ED in
documentation seven
and suicide
different
detection
states.
increased signi
ficantly (p<0.0
01).

Nurses and social
workers in
primary care
setting

Offering education to Increased
Healthcare
Staff training time,
health care
professional
professionals may cost,
professionals to
knowledge and
not
and availability.
enhance care is cost confidence as well always identify seri
effective and feasible as overall documenta ous illness or need
to implement into
tion.
for concern.
practice.

Patients who
present to the ER
and screened for
suicidal ideation.

Implementation woul
d require EHR
personnel to adjust
the medical record
format at relatively
low cost. The cost to
train staff on EHR
improvements

More
patients would recei
ve the proper
treatment.

Implementation
requires staff
education on the
anxiety reduction
techniques.

Reduced anxiety
Low prevalence of Staff training and
levels for patients HIV within demogr technologyincreases their
aphic area.
associated costs.
likelihood of taking
daily medication
and reduces cost of
healthcare.

Implementi Boudreaux et
ng an EHR al., 2016
suicide risk
assessment
for
vulnerable
populations
in the
emergency
department.

A sixBrandt et al.,
session
2019
anxiety
reduction
intervention
to increased
ART
adherence.

Active group
showed a
decrease in
reducing ART
associated
anxiety (𝜷=1.41).

Community H Patient living with
ealth Clinic in HIV infection.
Houston
Texas.

Risks

Healthcare
professional and
provider error for
needs of
assessment tool.

Resources
Needed

Access to
EHR technologist,
training staff about
EHR
improvements.
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Intervent Citation(s)
ion

Finding(s) Fit with
Setting

Fit with
Sample

Feasibility
Benefits
of
Implementation

Trauma
Decker et al.,
informed 2017
intervention
system
(INSPIRE)
to increase
safety
behavior
for female
sex workers
and HIV.
An EHR Holmes et al.,
specific to 2015
protocols
for patient
populations
in an
emergency
department.

Safety
Health
behaviors
Department
increased
in
(p<0.001) and Baltimore, M
the use of
D
intimate partner
violence
support
increased
(p<0.001).

Female
participants (18
years and older)
who trade sex.

Implementation woul Improves population No costLegal counselling,
d include advocacy health, offers patient effective way
advocacy,
services, skilled
asylum.
to support services. pharmacy
healthcare providers
access, and transpo
that have specific
Inconsistency
rtation.
knowledge of this
within patient
patient population.
population.

Trauma
informed
care
practices
within a
SANE
exam to
help
empower
patients.

Protocol
Urban level 1 ED nurses that
activation
Trauma
triaged patients
increased after Center
EHR alert
implementation
for specific
areas (p =
.001).

Meunier-Sham TIC approache
et al., (2019)
s provide staff
with best care
practices. Psyc
hosocial care
can be
addressed with
telehealth
technology.

Implementation inclu
des staff training and
EHR specialists to
change protocols in
the EHR.

Clinical
A total of 120
Implementing
setting
clinicians from six TIC approach into
located in
SANE programs. practice is feasible
Massachusett
and supported by
s.
clinician feedback.

Improve
patient care, testing,
education, and
screening.

Risks

Failure
to identify patients
at
risk and provider p
erception of need.

Resources
Needed

EHR
specialist, technolo
gy/systems, and
training.

Increased clinician Provider/clinician Staff training, time,
confidence with
perception of
and cost.
patient population, need.
better health
outcomes.
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Inter
Citation
vention
Implementi
ng text
Purnomo et al.,
reminders 2018
for HIV
treatment
and care.

Findings

Fit with
Setting

Fit with
sample

HIV patients
Sixteen
receiving
studies from treatment or care.
seven
different
countries in
the AsiaPacific
region.
Implemente Saadatzadeh et Improved
Emergency Multidisciplinary
d an INal., 2020
awareness and department (E project team
STEP
identified lack D) in an
members from
program for
of confidence academic
Infectious Disease
multidiscipl
with HIV
hospital
(ID), ED, SANE
inary team
patient
in geographic staff, pharmacy,
members
populations. ally large
nursing, and
working
area.
clinical lab
with HIV
scientists.
patient
populations
.

Multidiscip Carter-Snell et
linary team al., 2020
approach to
sexual
assault
services in
rural
communitie
s.

HIV testing
significantly
increased with
initiation of
text reminders
(p<0.001).

Increased
Rural
professional Canadian
knowledge and communities
confidence in
post
assessment
survey
(p<0.01).

Sexual assault
response team
(SART) relevant
to the area.

Feasibility of
Benefits
Implementation

Risks

Resources
needed

Text reminders for
HIV retesting proved
successful over
standard
care practices.

Technology
Creates an
availability and
opportunity to
access.
increase ART
adherence for HIV
populations.

To improve practice
gaps identified after
HIV patients leave
the ED.

To advance and
Staff availability
develop patient care and hospital
to HIV populations priority level.
served.

Staff education,
training, and
time costs.

Implementation
requires time away
from patients to
educate, and voluntar
y education

Supplies widespread No incentive for
community
participation
services to rural
communities to
improve population
health.

Staff training,
technology
cost, and
travel time.

System/software
capability
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Figure 1
HIV Algorithm

Note. From Updated guidelines for antiretroviral postexposure prophylaxis after sexual, injection-drug use, or other
nonoccupational exposure to HIV-United States, 2016 by Centers for Disease Control and Prevention, 2016, p. 23.
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Figure 2
Systematic Literature Review
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Figure 3
Iowa Model Revised

Note. From “Iowa model of evidence-based practice: Revisions and validation”, Iowa Model Collaborative, by
Buckwalter, K. C., Cullen, L., Hanrahan, K., Kleiber, C., McCarthy, A. M., Rakel, B., Steelman, V., Tripp-Reimer,
T., Tucker, S., & Authored on behalf of the Iowa Model Collaborative, 2017, Worldviews on Evidence-based
Nursing, 14(3), p. 175–182. https://doi.org/10.1111/wvn.12223
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Permission for The Iowa Model Revised
You have permission, as requested today, to review and/or reproduce The Iowa Model Revised:
Evidence-Based Practice to Promote Excellence in Health Care. Click the link below to open.
The Iowa Model Revised (2015)
Copyright is retained by University of Iowa Hospitals and Clinics. Permission is not granted
for placing on the internet.
Citation: Iowa Model Collaborative. (2017). Iowa model of evidence-based practice: Revisions
and validation. Worldviews on Evidence-Based Nursing, 14(3), 175-182.
doi:10.1111/wvn.12223
In written material, please add the following statement:
Used/reprinted with permission from the University of Iowa Hospitals and Clinics, copyright
2015. For permission to use or reproduce, please contact the University of Iowa Hospitals and
Clinics at 319-384-9098.
Please contact UIHCNursingResearchandEBP@uiowa.edu or 319-384-9098 with questions.
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Appendix A
AGREE II Instrument for Guideline Evaluation
Reviewer #1: Centers for Disease Control and Prevention. (2016). Updated Guidelines for
antiretroviral post exposure prophylaxis after sexual, injection drug use or other nonoccupational
exposure to HIV. Retrieved from https://stacks.cdc.gov/view/cdc/38856
AGREE II Rating
Domain

Item

1
Strongly
Disagree

1.

Scope and
purpose

2. Stakeholder
involvement

2 3 4 5 6

The overall objective(s) of the guideline is (are) specifically
described.
Comments:
Yes, the guidelines specify the overall objective of provider updated
guidelines for health care providers

7
Strongly
Agree

1.

X

2.

The health question(s) covered by the guideline is (are)
specifically described.
Comments:
The guideline does specifically describe what the guideline to HIV
nPEP is used for.

X

3.

The population (patients, public, etc.) to whom the guideline is
meant to apply is specifically described.
Comment:
The population is described for the use of persons who have isolated
exposure outside the healthcare setting and is defined.

X

4.

X

The guideline development group includes individuals from all
the relevant professional groups.
Comment:
The guideline lists in Appendix1A and 1B, the development groups, and
professional organizations. The individuals are listed from relevant
professional organizations.
5.

The views and preferences of the target population (patients,
public, etc.) have been sought.
Comment: Experts from various professional organizations were
utilized. Patient preferences were not necessarily discussed but were
considered.

X

6. The target users of the guideline are clearly defined.
Comment:
Yes Target users were defined.
7.

Systematic methods were used to search for evidence.

X

X
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3. Rigor of
development

4. Clarity of
presentation

Comment: The review of evidence was structured. Review of each
article can be found in the appendices
8. The criteria for selecting the evidence are clearly described.
Comment: The criteria for selecting evidence was explained. Up to
date literature from 2005-2015 was reviewed

X

9.

The strengths and limitations of the body of evidence are
clearly described.
Comment:
The evidence went through a quality appraisal assessment which is
depicted in Appendix 3.

X

10. The methods for formulating the recommendations are clearly
described.
Comment: The reccomednations were described in tables and detailed
in writings.

X

11. The health benefits, side effects and risks have been considered
in formulating the recommendations.
Comment:
The guideline depicts the most common side effects of the medication
regimens. The risk and benefits are described

X

12. There is an explicit link between the recommendations and the
supporting evidence.
Comment:
The supporting evidence has a recurring theme of lack of follow care
and medication adherence amongst the described patient populations.

X

13. The guideline has been externally reviewed by experts prior to
its publication.
Comment:
The guideline shares a development process, it was reviewed by experts
in the field strategically.

X

14. A procedure for updating the guideline is provided.
Comment:
The procedure for updating the guideline was reflected in the summary
of updates as it relates to the most current evidence. Once new
information becomes available, it will be reviewed. Pg. 46

X

15. The recommendations are specific and unambiguous.
Comment:
These recommendations are specific for providers who are treating
patients for an isolated exposure to HIV, which includes male to male
sexual contact, pregnancy, pediatrics/adolescents, and sexual assault.

X
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5.
Applicability

16. The different options for management of the condition or
health issue are clearly presented.
Comment:
The guideline has set parameters for patients, and is specific on
different drug regimens used.

X

17. Key recommendations are easily identifiable.
Comment: The key recommendations are identifiable.

X

18. The guideline describes facilitators and barriers to its
application.
Comment:
The guideline does indicate follow-up care and medication adherence
are not well defined within organizations. They describe barriers such
as cost, lack of insurance, medication side effects and facilitators being
HIV counselling, up front medication dispensing, and describe trauma
informed care as a way to connect with patients

X

19. The guideline provides advice and/or tools on how the
recommendations can be put into practice.
Comment:
The guideline provides links to medical and financial resources, and
also includes legal counselling.
20. The potential resource implications of applying the
recommendations have been considered.
Comment:
The guideline does state that the writers have determined it to be cost
effective, but the guideline is non-specific as to how this has been
determined.
21. The guideline presents monitoring and/ or auditing criteria.
Comment:
The guideline does provide a website for continued updates, but it does
not show any evidence of neutral third-party monitoring.
Editorial
independence

X

X

x
X
x

X

22. The views of the funding body have not influenced the content
of the guideline.
Comment:
The guideline discloses and defines the funding body in the content
readings. They have addressed this in Appendix 1A, 1B, and 1C

X

23. Competing interests of guideline development group members
have been recorded and addressed.
Comment:

X
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The guideline addresses conflicts of interest and has reviewed the
transparency of members with the group. It is depicted in Appendix 1C
Overall
Guideline
Assessment

1.

Rate the overall quality of this guideline.
● Average score of all four reviewers:

1

7

Lowest
possible
quality

Overall
Guideline
Assessment

2. I would recommend this guideline for use.
Notes:
● The guideline is useful for providing care to those who have an
isolated potential exposure to HIV.
● The guideline explains why they used the strategies based off
of information provided within their literature review. The
information was then reviewed by the working group of health
care professionals who are experts in the field of antiretroviral
therapy.
● They have no competing interests.

Yes

2 3 4 5 6

Highest
possible
quality

Yes, with
modifications

No

X

Reviewer #2: Centers for Disease Control and Prevention. (2016). Updated Guidelines for
antiretroviral post exposure prophylaxis after sexual, injection drug use or other nonoccupational
exposure to HIV. Retrieved from https://stacks.cdc.gov/view/cdc/38856
AGREE II Rating
Domain

Item

1
Strongly
Disagree

1. Scope and
purpose

24. The overall objective(s) of the guideline is (are) specifically
described.
Comments:
The purpose of the guideline is explained in the summary section of the
first page. The purpose of the guideline was to provide health care
professionals information on nonoccupational postexposure prophylaxis
recommendations for patients who have experienced a potential HIV
exposure.

2 3 4 5 6

7
Strongly
Agree

X

25. The health question(s) covered by the guideline is (are)
specifically described.
Comments:
The guideline provides a thorough description of terms and information
on HIV nPEP and other aspects of case management.

X

26. The population (patients, public, etc.) to whom the guideline is
meant to apply is specifically described.
Comment:

X
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The guideline is intended for persons who are exposed through
nonoccupational exposure only. The material only addresses this
population.
2. Stakeholder
involvement

3. Rigor of
development

27. The guideline development group includes individuals from all
the relevant professional groups.
Comment:
The guideline provided information in regard to the writing team,
working groups, internal/external and federal/nonfederal consultants,
and scientific support staff. The list can be found in the appendix
section.

X

28. The views and preferences of the target population (patients,
public, etc.) have been sought.
Comment:
A robust review of target populations for this particular exposure has
been sought to capture a vast viewpoint to care.

X

29. The target users of the guideline are clearly defined.
Comment:
The target users are defined in the first section of the guideline. They
pertain specifically to the healthcare professional that would care for
this patient population.

X

30. Systematic methods were used to search for evidence.
Comment:
An explanation for the evidence search was clearly defined looking at
effectiveness of interventions through databases, websites, and terms
utilized. All were referenced throughout.

X

31. The criteria for selecting the evidence are clearly described.
Comment:
Selection criteria were specifically described throughout the evidence
section.

X

32. The strengths and limitations of the body of evidence are
clearly described.
Comment:
The evidence went through a quality appraisal assessment which
catalogued the study type, study quality for criteria met, and graded
evidence statements. This determined both strengths and limitations
through their literature review (Appendix 2)

X

33. The methods for formulating the recommendations are clearly
described.
Comment:
The methods of recommendations are described based on the supported
evidence and studies mentioned.

X
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34. The health benefits, side effects and risks have been considered
in formulating the recommendations.
Comment:
The guideline states the health benefits, side effects and risks
throughout the guideline. The target audience is large, so there is much
information to consider in this formulation.

X
X

35. There is an explicit link between the recommendations and the
supporting evidence.
Comment:
The guideline contains evidence based research, linking specific
recommendations to each study. The final recommendations are listed
with specific evidence statements referenced to back up the guideline.
The recommendations support the studies shared only.

X

36. The guideline has been externally reviewed by experts prior to
its publication.
Comment:
The guideline included it’s external review board, including the
development process.
37. A procedure for updating the guideline is provided.
Comment:
A procedure for updating the guide is mentioned but not provided in
detail.
4. Clarity of
presentation

X

38. The recommendations are specific and unambiguous.
Comment:
The guide leaves room for interpretation, to adapt to the setting they
will be utilizing the guide in.
39. The different options for management of the condition or
health issue are clearly presented.
Comment:
There are several options for case management based on individual
need.
40. Key recommendations are easily identifiable.
Comment:
The key recommendations are summarized and described. They are
located throughout the guideline.

5.
Applicability

X

41. The guideline describes facilitators and barriers to its
application.
Comment:

X

X

X

X

X

105
The guideline does list in detail facilitators including different
healthcare professionals as well as barriers.
42. The guideline provides advice and/or tools on how the
recommendations can be put into practice.
Comment:
The guideline does mention an assortment of recommendations on how
it can be best applied in practice, depending on the individual/persons.

X

43. The potential resource implications of applying the
recommendations have been considered.
Comment:
The guideline does state that the writers have determined it to be cost
effective. Cost effectiveness is explained on p. 21.

X

44. The guideline presents monitoring and/ or auditing criteria.
Comment:
The guideline monitors its criteria and makes changes based on
evidenced based research as needed.
Editorial
independence

X

45. The views of the funding body have not influenced the content
of the guideline.
Comment:
There was mention of the funding provided for this guideline.

X

46. Competing interests of guideline development group members
have been recorded and addressed.
Comment:
Appendix 1C provides a detail review of group member interests.

X

Overall
Guideline
Assessment

3.

Rate the overall quality of this guideline.

Overall
Guideline
Assessment

4. I would recommend this guideline for use.

1
Lowest
possible
quality

Notes:
● Target population is identified but includes a broad perspective
to be able to provide inclusive information.
● Risks, benefits and side are detailed within the guideline.
●

Yes

X

7
2 3 4 5 6
Yes, with
modifications

Highest
possible
quality

No
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Appendix B
Critical Appraisal of Meta-Analysis
Chacko et al., 2012
Questions to ask
1. Are the results of the individual studies included similar across studies? Yes, the study
confirmed low adherence rates in poor countries. Results varied.
2. Are the differences between studies truly differences or did the differences occur by chance?
Yes, heterogeneity varied amongst results with pooled estimates of 12%-74%. They report a tstatistic.
a. Examine the extent to which the CIs of the individual studies overlap. The greater the overlap,
the more comfortable one can be in combining results.
b. Examine whether the authors conducted statistical analysis of heterogeneity; the degree of
difference among study findings. The more significant the test (often chi-square), (<.05), the less
likely the observed differences were due to chance alone.
3. Does the review address a sensible clinical question? Yes.
4. Does the review describe population, intervention/treatment, outcome(s) considered? Yes.
5. Is the review question clearly stated? Yes, although broad, it is clearly stated in the study.
Literature Review
1. Were comprehensive search methods used to locate studies? Yes, from Inception to 2011
2. Was a thorough search of appropriate databases done? MEDLINE, EMBASE, Health
Management Information, Consortium, Psych Info, The Cochrane Library, POPLINE and Global
Health Library.
3. Were other potentially important databases explored? Yes, observational and experimental
studies that reported on adherence were used.
4. Were the search methods clearly described? Yes, they were defined.
5. Were conclusions drawn about the possible impact of publication bias? Yes, this was
addressed on p. 340.
6. Were the overall findings assessed for their robustness in terms of the selective inclusion or
exclusion of doubtful or biased studies? Yes, it was assessed.
Study selection
1. Were inclusion and exclusion criteria clearly described and fairly applied? Yes, this was
addressed.
Critical Appraisal of the Studies
1. Was study quality assessed by blinded or independent raters? Yes, the article was peer
reviewed.
2. Was the validity of included studies assessed? Yes, located in p. 336, para.2.
3. Was the validity of studies assessed appropriately? Yes.
4. Are the validity criteria reported? Yes, they evaluated detriments of study quality.
5. Were the primary studies of high methodological quality? No AGREE tool was used but
studies were evaluated methodically using characteristics within the cohort studies.
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Similarity of Groups, Treatments and Outcomes
1. Were reasons given for any differences between individual studies explored? Yes.
2. Are treatments similar enough to combine? No.
3. Are the outcome measures similar between studies? Yes, but broad, which is considered
normal for this patient population.
4. Do the included studies seem to indicate similar effects? Yes, they used a random effects
model to showcase the results more realistically due to high heterogeneity.
5. If not, was the heterogeneity of effects assessed and discussed? Yes, this was discussed and
adjusted for.
6. How precise were the results? The results were not as precise as they had hoped for due to the
pooled estimates being widespread.
Data Synthesis
1. Were the findings from individual studies combined appropriately? Yes, they were separated
by study types.
2. Are the methods to combine studies reported? Yes, they were depicted in the figures and
tables.
3. Was the range of likely effect sizes presented? Yes, this was depicted in the forest plot.
4. How precise were the results? The results were not as precise but generally relatable.
5. Were null findings interpreted carefully? Yes.
6. Are review methods clearly reported? Yes.
7. Application of results to Patient Care
a. Is a practice change warranted? Were all the important outcomes considered? Are the
benefits worth the costs and potential risks? The absence of reporting poor adherence
reasons and few evaluations of interventions to improve adherence were addressed.
Oldenburg et al., 2014
Questions to ask
1. Are the results of the individual studies included similar across studies? Yes.
2. Are the differences between studies truly differences or did the differences occur by chance?
The differences between the study showed adherence was moderately high with high variability.
3. Does the review address a sensible clinical question? Yes.
4. Does the review describe population, intervention/treatment, outcome(s) considered? Yes.
5. Is the review question clearly stated? Yes.
Literature Review
1. Were comprehensive search methods used to locate studies? Search databases were utilized
2. Was a thorough search of appropriate databases done? Yes, MEDLINE, EMBASE and Psych
Info.
3. Were other potentially important databases explored? Yes, Grey Literature was explored.
4. Were the search methods clearly described? Yes.
5. Were conclusions drawn about the possible impact of publication bias? Yes, the process is
identified on pg. 3. A GRADE scoring system was used.
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6. Were the overall findings assessed for their robustness in terms of the selective inclusion or
exclusion of doubtful or biased studies? Yes, they were widely variable across the studies.
Study selection
1. Were inclusion and exclusion criteria clearly described and fairly applied? Yes.
Critical Appraisal of the Studies
1. Was study quality assessed by blinded or independent raters? No, this was not easily found or
displayed.
2. Was the validity of included studies assessed? Yes.
3. Was the validity of studies assessed appropriately? Yes.
4. Are the validity criteria reported? Yes.
5. Were the primary studies of high methodological quality? Yes, these were discussed.
Similarity of Groups, Treatments and Outcomes
1. Were reasons given for any differences between individual studies explored? Yes.
2. Are treatments similar enough to combine? Yes.
3. Are the outcome measures similar between studies? Yes.
4. Do the included studies seem to indicate similar effects? No, the effects vary.
5. If not, was the heterogeneity of effects assessed and discussed? Yes, this was discussed and
meta-regressions were conducted to discuss the adherence.
6. How precise were the results? Adherence was 40% in RCTs.
Data Synthesis
1. Were the findings from individual studies combined appropriately? Yes, they were separated
between the studies types.
2. Are the methods to combine studies reported? Yes, Forest plot of pooled adherence is shown.
3.Was the range of likely effect sizes presented? Yes, they were depicted in the forest plot
located on pg. 7.
4. How precise were the results? The results were precise.
5. Were null findings interpreted carefully? Yes.
6. Are review methods clearly reported? Yes.
7. Application of results to Patient Care
a. Is a practice change warranted? Were all the important outcomes considered? Are the
benefits worth the costs and potential risks?
The outcomes showed the need for objective measurements to aid in adherence.
Scannell et al., 2018
Questions to ask
1. Are the results of the individual studies included similar across studies? Yes, it showed
adherence varied and was overall low.
2. Are the differences between studies truly differences or did the differences occur by chance?
Yes, it’s fair to say the differences between the confidence interval overall lapped between the
studies and the there is considerable gaps in the delivery of care as it relates to HIV nPEP
antiretrovirals.
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3. Does the review address a sensible clinical question? Yes, it was broken down into categories
of offering HIV nPEP.
4. Does the review describe population, intervention/treatment, outcome(s) considered? Yes.
5. Is the review question clearly stated? Yes.
Literature Review
1. Were comprehensive search methods used to locate studies? Yes, 280 studies were screened.
A total of six studies met criteria.
2. Was a thorough search of appropriate databases done? CINAHL, PubMed, Web of Science
and Google Scholar.
3. Were other potentially important databases explored? Yes.
4. Were the search methods clearly described? Yes, this is depicted in the search strategy
methods
5. Were conclusions drawn about the possible impact of publication bias? No publication bias
was apparent.
6. Were the overall findings assessed for their robustness in terms of the selective inclusion or
exclusion of doubtful or biased studies? Inclusion and exclusion were specific broken down to
match the review question.
Study selection
1. Were inclusion and exclusion criteria clearly described and fairly applied? Yes, international
studies were excluded due to the variance in health care systems treatments and policies.
Critical Appraisal of the Studies
1. Was study quality assessed by blinded or independent raters? It’s not explicitly demonstrated
but can be inferred.
2. Was the validity of included studies assessed? Yes.
3. Was the validity of studies assessed appropriately? Yes.
4. Are the validity criteria reported? Yes.
5. Were the primary studies of high methodological quality? Yes.
Similarity of Groups, Treatments and Outcomes
1. Were reasons given for any differences between individual studies explored? Yes, it was
described based on the patient population or demographic region of care.
2. Are treatments similar enough to combine? Yes.
3. Are the outcome measures similar between studies? Yes.
4. Do the included studies seem to indicate similar effects? Studies varied due to variances of
healthcare offered.
5. If not, was the heterogeneity of effects assessed and discussed? Yes.
6. How precise were the results? The results were precise.
Data Synthesis
1. Were the findings from individual studies combined appropriately? Yes.
2. Are the methods to combine studies reported? Yes.
3. Was the range of likely effect sizes presented Yes.
4. How precise were the results? Yes.
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5. Were null findings interpreted carefully? This was not explicitly stated.
6. Are review methods clearly reported? Yes.
7. Application of results to Patient Care
a. Is a practice change warranted? Were all the important outcomes considered? Are the
benefits worth the costs and potential risks?
Yes, the findings indicated more research was needed to explore the reasons of how
health disparities prevented access for different populations who are prescribed HIV
nPEP anti-retroviral.
Reference: DiCenso, A., Guyatt, G., & Ciliska, D. (2005). Evidence-based nursing: A guide to
clinical practice (pp. 407-416). St. Louis, MO: Mosby Elsevier.
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Appendix C
Critical Appraisal of Systematic Reviews
Chacko et al., 2012
1. Research Question
a. Does the review address a clearly defined issue?
Yes, adherence to HIV nPEP in sexual assault victims.
b. Does the review describe:
i.
the population studied?
1. Those who experienced sexual assault from a global perspective.
ii.
The intervention/treatment given?
1. HIV nPEP medication
iii.
the outcome(s) considered?
1. Reported adherence to HIV nPEP medication.
2. Defaulting, refusal, and side effects
c. Is the review question clearly and explicitly stated?
Yes, the authors reviewed many databases exploring adherence to nPEP and was
specific to our patient population.
2. Literature Review
a. Were comprehensive search methods used to locate studies?
Yes, study characteristics indicators of study quality and outcome data
b. Was a thorough search of appropriate databases done?
MEDLINE, EMBASE, Health Management Information Consortium, PsychInfo,
The Cochrane Library, POPLINE, Global Health Library
c. Were other potentially important databases explored?
Yes, the database search is comprehensive
d. Were the search methods thoroughly described?
Yes, terms used were described using databases, inclusion and exclusion criteria,
and data extraction methods.
e. Were conclusions drawn about the possible impact of publication bias?
Yes, all articles were used, no scoring method or rank system used due to bias, no
studies were excluded based on bias of quality.
f. Were the overall findings assessed for their robustness in terms of the selective in
clusion or exclusion of doubtful or biased studies?
Observational and experimental studies were used within the inclusion and
exclusion of articles.
3. Study Selection
a. Were inclusion criteria for selecting studies clearly described and fairly applied?
Chacko et al.’s 2012 initial search yield 2159 articles and was narrowed to 56.
Those were fully reviewed, twenty-four studies matching inclusion criteria. This
is depicted in a flow chart.
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4. Critical Appraisal
a. Was study quality assessed by blinded or independent raters?
The study does not specify
b. Was the validity of included studies assessed?
No agree tool used for observational studies. No studies were
c. Was the validity of studies assessed appropriately?
They used criteria related to the topic such as study quality, proportion of refusals
method of adherence, reported side effects
d. Are the validity criteria reported?
Yes, these are depicted in based on the studies outcomes.
5. Similarity of Groups and Treatments
a. Were reasons given for any differences between individual studies explored?
Yes, each study had specific characteristics related to the studies, methodological
quality assessment was shown.
b. Are treatments similar enough to combine?
In some methodological outcomes, adherence defined as > 95% of pills taken,
reasons for discontinuation, sample size calculated.
c. Do the included studies seem to indicate similar effects?
Yes, in various ways related to specified outcomes.
6. Data Synthesis
a. Were the findings from individual studies combined appropriately?
Yes, however heterogeneity is substantial
b. Are the methods used to combine studies reported?
Pooled adherence estimates were used
c. Was the range of likely effect sizes presented?
Yes
d. Were null findings interpreted carefully?
Random effects model were used, t-statistics to confirm findings.
e. Were the methods documented?
Not applicable
f. Are review methods clearly reported?
Findings were synthesized, but no quantitative data was combined related to
variation in tool for outcome measurement.
7. Summary of Findings
a. Is a summary of findings provided?
Study confirms, adherence is poor adherence across a broad range of settings.
b. Are specific directives for new research proposed?
Yes, its suggested assessing interventions to support adherence to nPEP regimens
be further discussed and to assess reasons why poor adherence happens.
c. Were the conclusions supported by the reported data?
The study showed inconsistencies, which was predicted, this was shown in tables
throughout the article.
d. Are the recommendations based firmly on the quality of the evidence presented?
Due to the limitations within the literature and the various elements related to PEP
reported, the authors suggest areas of weaknesses to explore.
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Dworkin & Schumaker, 2018
1. Research Question
a. Does the review address a clearly defined issue?
Yes, post-traumatic stress disorder related to sexual assault through early
intervention
b. Does the review describe:
i.
the population studied?
1. Yes, sexual assault patients that experience post-traumatic stress
disorder.
ii.
The intervention/treatment given?
1. Yes, interventions vary but is specific to timing of the intervention
iii.
the outcome(s) considered?
1. Yes, interventions that were positively perceived maybe associated
with lower post-traumatic stress disorder up to a year after assault.
c. Is the review question clearly and explicitly stated?
Yes, the review questions the timing of interventions related to sexual assault was
depicted in the abstract and describes interventions specific to timing and
community resources to promote survivor well-being.
2. Literature Review
a. Were comprehensive search methods used to locate studies?
Yes, comprehensive methods were used for eligibility criteria, Boolean operators,
abstracts from scholarly abstracts related to a variety of post-assault responder
contact types and timing
b. Was a thorough search of appropriate databases done?
Yes, two databases were searched (PubMed and PsychInfo).
c. Were other potentially important databases explored?
Not discussed explicitly in the article.
d. Were the search methods thoroughly described?
Yes, search strategies consisted of four specific eligibility criteria using the key
search terms and databases.
e. Were conclusions drawn about the possible impact of publication bias?
No, they were not explicitly discussed.
f. Were the overall findings assessed for their robustness in terms of the selective in
clusion or exclusion of doubtful or biased studies?
Yes, they used validated measures from the article Campbell et al., 2001.
3. Study Selection
a. Were inclusion criteria for selecting studies clearly described and fairly applied?
Inclusion criteria were clearly described and had to meet each of the four
eligibility criteria in order to be included.
4. Critical Appraisal
a. Was study quality assessed by blinded or independent raters?
The raters were independent and had specific requirements to rate.
b. Was the validity of included studies assessed?
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Yes, the studies were reviewed for validity before inclusion.
c. Was the validity of studies assessed appropriately?
Yes, they used validity measures will little overlap across studies.
d. Are the validity criteria reported?
Yes, the validity was depicted on page five, paragraph one. Criteria questions
were used to validate articles.
5. Similarity of Groups and Treatments
a. Were reasons given for any differences between individual studies explored?
Yes, the studies varied by responders' types and responder times in relation to
PTS.
b. Are treatments similar enough to combine?
Yes, treatment types were irrelevant, but treatment timeframes were similar
enough to combine.
c. Do the included studies seem to indicate similar effects?
Yes, the studies suggested that providing early interventions to sexual assault
patients may lower PTS related to the traumatic experience.
6. Data Synthesis
a. Were the findings from individual studies combined appropriately?
Not specifically, the individual studies were categorized based on types of
responders (both formal and informal) as well as timing of responders, located in
the article on pg. 17)
b. Are the methods used to combine studies reported?
Not applicable
c. Was the range of likely effect sizes presented?
Not applicable
d. Were null findings interpreted carefully?
Not applicable
e. Were the methods documented?
Not applicable
f. Are review methods clearly reported?
Not applicable
7. Summary of Findings
a. Is a summary of findings provided?
Yes, a summary table is provided in the review.
b. Are specific directives for new research proposed?
Yes, future research is recommended to explore the effects of providing early
intervention to sexual assault patients. A descriptive summary is shared on pg. 16
in Table 1.
c. Were the conclusions supported by the reported data?
Yes, recommendations were made from the reported conclusions from the
literature.
d. Are the recommendations based firmly on the quality of the evidence presented?
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The recommendations are not explicitly shared, but they share relevance to
statistical analysis and responder contact measures.
Nizum et al., 2020
1. Research Question
a. Does the review address a clearly defined issue?
Yes, there is a practice gap to integrating trauma informed principles as a crisis
intervention within current practice.
b. Does the review describe:
i.
the population studied?
Patients who experience a mental health crisis or have experienced
trauma.
ii.
the intervention/treatment given?
Yes, intervention is integrating trauma informed care principles
iii.
the outcome(s) considered?
Implementing trauma informed care principles into crisis intervention
practice.
c. Is the review question clearly and explicitly stated?
Aim of study is to inform best practice guidelines to healthcare teams through a
trauma informed approach.
2. Literature Review
a. Were comprehensive search methods used to locate studies?
Yes, comprehensive search methods were used in consultation with the authors
with key terms identified by an expert panel.
b. Was a thorough search of appropriate databases done?
Yes, seven databases were searched including CINAHL, Medline, EMBASE,
ePub & in Process, PsychInfo, Cochrane CT, and Cochrane SR.
c. Were other potentially important databases explored?
No, the review did not specifically mention exploring any additional databases.
d. Were the search methods thoroughly described?
Yes, the search methods included inclusion and exclusion criteria, trauma
informed principles, and peer-reviewed journals.
e. Were conclusions drawn about the possible impact of publication bias?
Yes, the authors admit the study is heterogenous and a meta-analysis could not be
conducted. Results may be difficult to generalize within smaller sample sizes.
f. Were the overall findings assessed for their robustness in terms of the selective in
clusion or exclusion of doubtful or biased studies?
Yes, the researchers used several different tools to disseminate the quality of
articles used within the study. This is depicted on p. 352.
3. Study Selection
a. Were inclusion criteria for selecting studies clearly described and fairly applied?
Inclusion criteria for selecting the studies reflected both research questions and
several other criteria for inclusion.
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4. Critical Appraisal
a. Was study quality assessed by blinded or independent raters?
Yes, there were three raters/reviewers for this study.
b. Was the validity of included studies assessed?
Yes, this was strategically assessed using AMSTAR, mixed method study, and a
critical appraisal skills program which assess the bias within the article.
c. Was the validity of studies assessed appropriately?
Yes, articles that were selected were assessed for validity.
d. Are the validity criteria reported?
Yes, validity criteria were explained and depicted in the article’s Table 1 and
Table 2.
5. Similarity of Groups and Treatments
a. Were reasons given for any differences between individual studies explored?
Yes, the differences were discussed between individual study results.
b. Are treatments similar enough to combine?
Yes, there is a lack of trauma informed principle use consistent within the
literature.
c. Do the included studies seem to indicate similar effects?
Yes, the studies indicate a need for further integration into practice.
6. Data Synthesis
a. Were the findings from individual studies combined appropriately?
The review found numerous validated and non-validated instruments used to
measure outcomes; because of this, study data was not combined.
b. Are the methods used to combine studies reported?
Yes, they were described in subheadings and then detailed.
c. Was the range of likely effect sizes presented?
The range of effect size was not discussed.
d. Were null findings interpreted carefully?
Not discussed
e. Were the methods documented?
Not discussed.
f. Are review methods clearly reported?
Not discussed.
7. Summary of Findings
a. Is a summary of findings provided?
Yes, a summary was provided and discussed.
b. Are specific directives for new research proposed?
Yes, future research is suggested to focus on integrating trauma informed
principles into crisis intervention and practice.
c. Were the conclusions supported by the reported data?
Yes, conclusions were supported by the data.
d. Are the recommendations based firmly on the quality of the evidence presented?
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Yes, the authors share there was a lack of studies on nursing interventions that
involve trauma informed principles. Further studies are suggested to drive trauma
informed principles into practice.
Oldenburg et al., 2014
1. Research Question
a. Does the review address a clearly defined issue?
Adherence to post-exposure prophylaxis for non-forcible sexual exposure to HIV
b. Does the review describe:
i.
the population studied?
Yes, those who take HIV nPEP and PrEP.
ii.
the intervention/treatment given?
Yes, medication regimen
iii.
the outcome(s) considered?
Yes, assessed adherence.
c. Is the review question clearly and explicitly stated?
The purpose of the study was to characterize adherence to PEP after sexual
exposure to HIV.
2. Literature Review
a. Were comprehensive search methods used to locate studies?
Yes, comprehensive search methods were used. Depicted on page 2.
b. Was a thorough search of appropriate databases done?
Yes, MEDLINE, EMBASE and PsycINFO.
c. Were other potentially important databases explored?
Yes, Google internet search engine and OpenSIGLE
d. Were the search methods thoroughly described?
Yes, very detailly described.
e. Were conclusions drawn about the possible impact of publication bias?
Yes, GRADE scoring system was used. They assessed risk of bias by extracting
data related to adherence measure, refusals, side effects or medical
discontinuation.
f. Were the overall findings assessed for their robustness in terms of the selective in
clusion or exclusion of doubtful or biased studies?
Inclusion criteria were limited to non-occupational exposure and non-forcible
sexual exposure to assess adherence patterns in populations. The study
specifically excluded occupational exposure or forcible sexual exposure due to
reasons for medication access.
3. Study Selection
Were inclusion criteria for selecting studies clearly described and fairly applied?
Yes, this was depicted in on page 3 quality of included studies, data extraction
and data analysis.
4. Critical Appraisal
a. Was study quality assessed by blinded or independent raters?
The study did not share whether blind or independent raters were used.
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b. Was the validity of included studies assessed?
Yes, validity was assessed for the included studies.
c. Was the validity of studies assessed appropriately?
Yes, the GRADE scoring system was used to assess study quality/validity.
d. Are the validity criteria reported?
The validity criteria are reported in the article’s Summary Table 1.
5. Similarity of Groups and Treatments
a. Were reasons given for any differences between individual studies explored?
Yes, the authors share differences between the studies but use specific criteria to
address each study’s results.
b. Are treatments similar enough to combine?
Yes, they pooled adherence methods to be able to combine the data.
c. Do the included studies seem to indicate similar effects?
No, there was a high variability between studies based on diverse populations and
the criteria investigated. For example, some measurements are objective.
6. Data Synthesis
a. Were the findings from individual studies combined appropriately?
Yes, the study had specific criteria to identify and was able to combine studies
appropriately.
b. Are the methods used to combine studies reported?
Yes, pooled estimate ranges were used within the studies
c. Was the range of likely effect sizes presented?
Yes, this was depicted in a forest plot pooled proportions for those completing the
entire 28-day drug regimen.
d. Were null findings interpreted carefully?
Yes, they addressed this by adjusting for other factors.
e. Were the methods documented?
Yes, bivariate analysis and multivariate meta regression model predicting
adherence.
f. Are review methods clearly reported?
Yes, depicted in table II and table III
7. Summary of Findings
a. Is a summary of findings provided?
Yes, the explicitly explained.
b. Are specific directives for new research proposed?
Yes, the researchers suggested continuing to invest in better ways to collect
adherence data and refine existing measures of adherence. Also continued
counselling and assessment to improve adherence to HIV drug regimens.
c. Were the conclusions supported by the reported data?
Yes, conclusions were supported by the study data.
d. Are the recommendations based firmly on the quality of the evidence presented?
Yes, the recommendations reflect the data quality for nPEP and PrEP.
Pham et al., 2017
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1. Research Question
a. Does the review address a clearly defined issue?
Yes, this article addresses feasibility of HIV programs in middle to low-income
countries and the long-term effects of offering antiretroviral therapy.
b. Does the review describe:
i.
the population studied?
Yes, the population studied those offering are for people requiring HIV
treatment and follow-up care.
ii.
the intervention/treatment given?
Yes, treatment monitoring and those providing treatment care.
iii.
the outcome(s) considered?
Yes, outcomes included patients who received treatment monitoring and
health system factors to monitoring those patients who are receiving ART.
c. Is the review question clearly and explicitly stated?
No, there is not a specific question being asked, but a review of feasibility of
treatment monitoring within practice.
2. Literature Review
a. Were comprehensive search methods used to locate studies?
Yes, comprehensive search methods were used to determine which studies were
appropriate for review. Studies involving HIV treatment and care in low- and
middle-income countries as well as published in English between January 2006 to
December 2015.
b. Was a thorough search of appropriate databases done?
Yes, five electronic databases were used (CINAHL, CENTRAL, Scopus, Web of
Science, and EMABASE).
c. Were other potentially important databases explored?
Yes, conference websites and grey literature was explored.
d. Were the search methods thoroughly described?
Yes, these were depicted in a flow chart.
e. Were conclusions drawn about the possible impact of publication bias?
No, there was no discussion of publication bias.
f. Were the overall findings assessed for their robustness in terms of the selective in
clusion or exclusion of doubtful or biased studies?
Yes, a use of robust terms was selected for strength in inclusion criteria, but bias
within the study was present due to only using studies from Africa.
3. Study Selection
a. Were inclusion criteria for selecting studies clearly described and fairly applied?
The inclusion criteria were used to screen article abstracts and titles and limited
the studies by using low- and middle-income countries.
4. Critical Appraisal
a. Was study quality assessed by blinded or independent raters?
The article states that all authors were involved in all steps of article evaluations.
b. Was the validity of included studies assessed?
Yes, they were depicted by characteristics identified by the researchers and show
in Table 1.
c. Was the validity of studies assessed appropriately?

120
Yes, the table provided in the article address the primary secondary outcomes of
interest.
d. Are the validity criteria reported?
Yes, they are reported within the limitations section of the article.
5. Similarity of Groups and Treatments
a. Were reasons given for any differences between individual studies explored?
Yes, differences amongst the articles are addressed in Table 1.
b. Are treatments similar enough to combine?
No, there were insufficient amounts of data with long term follow up and
treatment monitoring. Also, the studies had a wide variation in regular monitoring
that was observed.
c. Do the included studies seem to indicate similar effects?
No, the studies are inconsistent in their findings and may vary further outside of
the specific region.
6. Data Synthesis
a. Were the findings from individual studies combined appropriately?
Yes, the findings were combined appropriately by the Table provided in the
article.
b. Are the methods used to combine studies reported?
No, methods used to combine studies were not reported.
c. Was the range of likely effect sizes presented?
No
d. Were null findings interpreted carefully?
No
e. Were the methods documented?
Not applicable
f. Are review methods clearly reported?
Findings were synthesized, but no quantitative data was used.
7. Summary of Findings
a. Is a summary of findings provided?
Yes, both primary and secondary outcomes were provided in the summary.
b. Are specific directives for new research proposed?
Yes, findings of this study show they are gaps and further studies for treatment
monitoring and feasibility be explored.
c. Were the conclusions supported by the reported data?
Yes, article findings were supported based on the data reviewed.
d. Are the recommendations based firmly on the quality of the evidence presented?
Yes, the recommendations are reflected upon the evidence of the study.
Purnomo et al., 2018
1. Research Question
a. Does the review address a clearly defined issue?
Yes, the authors acknowledge that there has been an increase in mobile
technologies and social media associated with HIV testing, treatment, and care.
b. Does the review describe:
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i.

the population studied?
Yes, the population consists of HIV-related patients needing testing,
receiving treatment or care.
ii.
the intervention/treatment given?
Yes, the identified intervention is the use of e-health to guide best practice.
iii.
the outcome(s) considered?
Yes, outcomes considered were evaluated and described from the results.
c. Is the review question clearly and explicitly stated?
Yes, the article addresses whether the use of e-health increases care levels for
HIV patients.
2. Literature Review
a. Were comprehensive search methods used to locate studies?
Yes, a comprehensive search method using a PRISMA statement from the
Cochrane Collaboration guidelines was used.
b. Was a thorough search of appropriate databases done?
Yes, databases included PubMed, MEDLINE, EMBASE, CINAHL, Web of
Science, Cochrane Library, WHOLIS, World Bank e-Library, BHIVA,
International AIDS Society, International AIDS Conference, and the Australasian
HIV/AIDS conference
c. Were other potentially important databases explored?
Yes, the databases explore were extensive and specific to the population of
interest.
d. Were the search methods thoroughly described?
Yes, the search methods were thoroughly described including search terms and
limitation to articles published between 2010 and 2017, in the English language.
e. Were conclusions drawn about the possible impact of publication bias?
Yes, biases among the articles included systematic reviews being broad in scope,
quality of the quantitative research, and studies specific to the Asia-Pacific
regions.
f. Were the overall findings assessed for their robustness in terms of the selective in
clusion or exclusion of doubtful or biased studies?
Yes, the authors were specific in the region in which they were studying but had
specific inclusion criteria. The terms used were robust due to the specific
geographical region explored.
3. Study Selection
a. Were inclusion criteria for selecting studies clearly described and fairly applied?
Yes, inclusion criteria were clearly described throughout the article. The studies
had to involve the Asian-Pacific region and must be an HIV priority population,
as well as published year and in English.
4. Critical Appraisal
a. Was study quality assessed by blinded or independent raters?
A total of 16 studies were selected by two reviewers. When reviewers did not
agree on acceptance, two more reviewers were used to resolve dipsute.
b. Was the validity of included studies assessed?
Yes, validity was confirmed by the authors through a Quality Assessment
Quantitative Studies tool.
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c. Was the validity of studies assessed appropriately?
Yes, the authors described the method/study design in depth for each of the
articles.
d. Are the validity criteria reported?
No
5. Similarity of Groups and Treatments
a. Were reasons given for any differences between individual studies explored?
Yes, the authors address all significant differences with each article chosen for
review.
b. Are treatments similar enough to combine?
Yes, due to the data the authors were attempting to find, they were able to
compare intervention/treatment used.
c. Do the included studies seem to indicate similar effects?
Yes, most of the studies showed significance to utilizing e-health services versus
no e-health services.
6. Data Synthesis
a. Were the findings from individual studies combined appropriately?
Yes, the data that the authors were searching for were categorized and combined
appropriately.
b. Are the methods used to combine studies reported?
Yes, the methods used to combine the studies were provided in the data extraction
section within the article.
c. Was the range of likely effect sizes presented?
No
d. Were null findings interpreted carefully?
No
e. Were the methods documented?
Yes, each study was dissected and categorized with author-approved data criteria.
f. Are review methods clearly reported?
Yes, the findings were synthesized and reported in the results section of the
article.
7. Summary of Findings
a. Is a summary of findings provided?
Yes, the summary of findings is detailed and provided throughout the discussion
section of the article.
b. Are specific directives for new research proposed?
No, specific directives are not proposed, but the review stated encouraging
evidence that supports how e-health can be utilized for HIV priority populations
in the Asia-Pacific regions.
c. Were the conclusions supported by the reported data?
Yes, the conclusion was supported by the data extraction and synthesis of results.
d. Are the recommendations based firmly on the quality of the evidence presented?
Yes, significant results show strong correlation between using e-health to guide
patient care for HIV populations.
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Appendix D
Manager Approval Forms
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Appendix E
Implied Consent Form
You have been selected to participate in this study designed to provide educational
information to nurses and providers on sexual assault patients who require nPEP treatment. The
goal is to improve knowledge of HIV nPEP and follow up care at Gundersen Health
System. Completing this survey is voluntary. By completing the survey, you are implying
consent to participate in this research. Once you have submitted the survey and the responses are
recorded, you will not be able to rescind your participation.
As the study’s principal investigator, please feel free to contact me directly with any
questions you may have about the study, Rachel Kanz rkanz12@winona.edu and Maria
Dahlke maria.dahlke@go.winona.edu. If you have questions about your rights as a research
participant, please contact Thomas Harter, Ph.D., chair of the Gundersen Clinic, Ltd. Human
Subjects Committee/IRB at 608-782-7300 or 1-800-362-9567. An IRB is a group of health care
professionals and community members who review research studies to protect the rights and
welfare of research participants.
Thank you for your time. Your participation in this project is greatly appreciated.
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Appendix F
Knowledge Pre/Post Questionnaire
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Appendix G
Follow-Up Phone Call Question Template

Have you received your HIV antiretrovirals that were sent to you?
Medications are sent to the patient’s address of their choosing. It will be important to make sure
these medications have been received in the appropriate timeframe.
Do you have any questions about your medication? Ask about side effects.
Side effects are common with this medication adherence. It will be important to address any
questions regarding the medication regimen. If there are future concerns, advise patient to
call/report concern for further direction.
Have you made a four-week to six-week follow-up appointment yet? If not, we can schedule
the appointment at this time.
The four-week to six-week follow-up appointment is essential for additional lab testing. The
patient should be encouraged to make this crucial appointment as part of their continued care.
Has an advocacy team member been in contact with you? If not, are you interested in
connecting with one?
Due to the sensitive nature of this patient population, it is important to identify additional
resources for potential psychosocial/emotional trauma associated with a sexual assault.

